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THE TREATMENT OF HEMORRHOIDS—A 


SYMPOSIUM. 
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Late Professor of Diseases of the Rectum and Abdominal 
Surgery at the New York Post-Graduate Hospital 
and the University of Vermont. 


Many years ago, at my examination 
for an appointment in hospital, I was 
asked “What is the proper treatment for 
hemorrhoids?” and without hesitation I 
answered, “Allingham’s ligature opera- 
tion,” which was then just coming into 
vogue. 

Now, after twenty-five years of special 
practice in this line, I am again asked by 
the editor of this journal to give my 


describing more or less ingenious modifi- 
cations of old methods,” he would be glad 
of a practical article on this point. 

It may be that I am responsible for 
some of these modifications of old meth- 
ods, for years ago I practically aban- 
doned the ligature for the clamp and 
cautery, and since then have tried many 
new methods and described them, all look- 
ing toward a cure in the best and easiest 
way for the patient. But the clamp has 
always been satisfactory where the patient 
was willing to submit to operation, and the 
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other methods have been makeshifts di- 
rected toward curing “without operation.” 
My reasons for preferring the clamp to 
the ligature were simply that it caused less 
pain and gave quicker convalescence, but 
I am now convinced that the pain caused 
by either operation depends far more upon 
individual technique and the skill of the 
‘operator than upon the mere point as to 
whether a clamp or ligature constitutes 
the final step in the operation. Frequently 
I see patients suffering torture from the 
clamp operation, which can and should be 
comparatively painless, but I am happy 
to say they are not my patients; and it is 
generally due to the fact that the clamp 
is not the final step, but almost the initial 
one. 

If the operator after dilating the sphinc- 
ter seizes the largest protruding pile with 
his forceps, puts his clamp upon it, to- 
gether with skin, mucous membrane, and 
everything else he can grasp, and then 
with his cautery proceeds to burn off all 
he has seized, and finally stuffs the rectum 
with a tube and a big plug of iodoform 
gauze to prevent hemorrhage, his patient 
must suffer; for this is not the clamp and 
cautery operation, any more than tying a 
tourniquet around the thigh and leaving 
it till the foot sloughs off is an amputation 
at the ankle-joint. 

I have reiterated this so often in my 
books, my contributions to current litera- 
ture, my discussions before medical socie- 
ties, that the thing grows wearisome— 
but once more I will try and state it: The 
clamp and the cautery are the Jast step in 
an operation for piles and not the opera- 
tion itself. The operation consists in dis- 
secting the pile from its attachments as 
far up toward its base as is compatible 
with safety. When this is done, and the 
dissected mass in the grasp of the for- 
ceps alone remains to be dealt with, it 
may be cut off and tied, or clamped and 
cauterized. One is Allingham’s opera- 
tion; the other is the clamp operation as 
taught by me. I prefer mine; but after 
all, whenever it happens that I am with- 
out my clamp, I do his. 

With the modern tendency toward 
perfection of technique both of these 
methods have been supplemented by clos- 
ing over the pedicle by suturing the mu- 
cosa over the wound. Occasionally this 
works very well. One may possibly get 


primary. union and secure an absolutely 
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perfect result. Ninety-nine times in a 
hundred the suturing will fail and the 
wound will heal by granulation; and 
three weeks is still the time necessary for 
granulation and healing after an opera- 
tion for piles, though rest in bed is sel- 
dom necessary after the first few days. 
In no case should it be necessary to plug 
the rectum with gauze or tube. When 
either operation is neatly and properly 
done the slight oozing following it can 
always be controlled by an external pad 
and bandage left on for a few hours only. 

Either the ligature or the clamp opera- 
tion, preferably the former, may, in se- 
lected cases in which no stretching of the 
sphincter is necessary to reach the tu- 
mors, be performed under local instead of 
general anesthesia, and the results as to 
pain and confinement to the house will be 
exactly the same. Also, if patient and 
surgeon prefer, they can be done in the 
doctor’s office and the patient sent home 
in a cab with an opium suppository in his 
rectum, instead of comfortably in his own 
bed. I do not often do my own operating 
of this kind in my office either with local 
or general anesthesia, but that may be 
merely a matter of preference; but I have 
often found_a distinct advantage in using 
eucaine instead of general anesthesia, es- 
pecially in old or very nervous and timid 
patients and in those who for good rea- 
sons cannot take ether. But again I must 
insist, even at the expense of being weari- 
some, that this is only in cases in which 
the tumors can easily be brought outside 
the anus and the surgeon’s work is all be- 
fore him. That a case of internal hemor- 
rhoids, bleeding and painful and demand- 
ing operation, but never protruding to any 
extent, can be satisfactorily operated upon 
under any form of local anesthesia, 
either by ligature or clamp, as such cases 
should be operated upon, I do not admit. I 
have earnestly tried, to the disgust of my 
patient, my trained nurses, and myself. 
The very first step in such a case is the 
free dilatation of the sphincters. Then 
comes the dissection of the tumor from 
its base of attachment, and then the clamp 
or the ligature to its pedicle. It is mani- 
fest to any surgeon that this can only be 
done cleanly and satisfactorily under gen- 
eral anesthesia. 

While upon this point of local anesthe- 
sia I may say that the recent exploiting 
of simple water as a local anesthetic has 




















not appealed to me. It is certainly not 
new, for it has been a scientific curiosity 
for years; and the practical advantage of 
injecting an ounce of water into the tis- 
sues to secure an effect which can as well 
be gained by ten drops of a very weak 
and absolutely safe solution of eucaine is 
not manifest, while the disadvantages are 
obvious. 

As for the Whitehead operation or the 
“American” operation, so absolutely do 
they fail to recommend themselves to me 
that I opposed them when they first ap- 
peared, and have never been willing to 
perform them. They have run their 
course and lapsed into history, but their 
evil results have not, as many sufferers 
remain to testify; and I now have a case 
in which I have operated to cure the re- 
sults of a Whitehead done nine years ago, 
and followed by chronic invalidism. Cases 
of stricture with ulceration on the one 
hand, or eversion and erosion of the mu- 
cosa on the other, began to appear within 
a few months of the introduction of these 
methods and were a source of great won- 
derment to practitioners, for they were 
entirely unknown rectal affections. The 
methods never had any advantages over 
the ligature or clamp, and were based en- 
tirely on the false premise that these were 
not radical cures, and that something 
more extensive was therefore necessary. 

As for the treatment by injection little 
remains to be said. It fell into disrepute 
because of its inherent dangers and has 
been practically abandoned by conserva- 
tive practitioners, though still used by 
some irregular advertisers. Generally its 
risks were local abscesses with possible 
lymphangitis and ulcerations, but occa- 
sionally there was extensive suppuration 
of the pelvic tissues with fatal result. 
Recently I have seen a typical case of 
acute septic poisoning following a single 
injection and ending fatally. Had this 
method been free from danger it would 
have been an ideal one, as at one time I 
believed it to be; but a succession of bad 
results forced us to other procedures. 

After abandoning the treatment of 
hemorrhoids by injection years ago I be- 
gan a systematic search for some method 
which should accomplish the same pur- 
pose, viz., a cure without general anesthe- 
sia or confinement to the house. For 
years then I had made it the rule in my 
clamp and cautery operations, after using 
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the clamp in two or three spots, to treat 
any remaining small tumors which seemed 
possible sources of future trouble by punc- 
turing into them with the tip of the Pa- 
quelin instrument, thus destroying them 
without the risk of too great contraction, 
which always attends the too free use of 
the clamp; and this is still my practice. 

The method is similar to that often re- 
lied upon in France as a recognized pro- 
cedure for the cure of all hemorrhoids, 
and is there known as punctate cauteriza- 
tion. Gradually this method became of 
more general scope in my own work, until 
I began to apply it to more severe cases, 
to use it in my office with local anesthe- 
sia instead of in hospital, and to use a 
galvanocautery instead of the Paquelin, 
as more convenient. 

Whether this treatment of my own has 
led to the now common and utterly sense- 
less use of the constant or interrupted cur- 
rent around and through these parts, and 
to the so-called method of curing hemor- 
rhoids by “absorption by electricity,” I 
know not; but this so-called method of 
cure has become quite common since I 
began the use of this method. There is 
no “electrical absorption” and no electro- 
lysis in my method. It is simply the punc- 
tate cauterization, with a needle rendered 
hot by electricity, of a hemorrhoid which 
has previously been made insensible to 
pain by the injection of a few drops of a 
weak solution of eucaine; and the object 
is to cause destruction and cicatrization, 
not absorption. 

The source of electricity is the street 
current, and the needles used are those to 
be found in every instrument shop for 
accomplishing this purpose in growths 
and ulcerations in the nose and throat. It 
was, in fact, to the work done by my 
friends in these specialties that I was in- 
debted for many of my ideas, added to 
my memory of the way one of our best 
surgeons of the past generation used to 
cure cases of birthmark—by holding an 
ordinary shoemaker’s awl to an alcohol 
lamp until it became hot, and then plung- 
ing it into half a dozen points of the 
tumor, thus shutting off its blood-supply 
and leaving only a white scar. 

The question in my mind was, if this 
could be done with such a vascular tumor, 
why not with hemorrhoids? And the re- 
sult proved that it was perfectly possible. 
The principle has been stated. The 
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technique where the tumor can be made 
to protrude is very simple, in other cases 
often exceedingly difficult ; for a speculum 
must be held with one hand while the 
applications of eucaine and cautery are 
made .with the other. And yet it is to 
exactly this class of cases that the method 
is best adapted, for a hemorrhoid which 
can be brought down and seized with for- 
ceps may. be also tied off under eucaine; 
but one which cannot be brought down 
cannot be properly tied off or clamped 
and cauterized without dilatation of the 
sphincters; and to do this under local an- 
esthesia properly and efficiently is not pos- 
sible. Neither the ligature nor clamp 
operations are done through a speculum, 
but after dilatation. This one is done 
without dilatation and by means of a 
speculum, and under eucaine in the office; 
and in this difference consists its advan- 
tage and its indication. 

But little more need be said as to the 
technique. The speculum used is the one 
generally sold under my name; the hypo- 
dermic an ordinary one with side handles ; 
the hypodermic needles fine and rather 
long; the platinum cautery tips also fine, 
and straight or curved, as needed. Ten 
to fifteen minims of a weak eucaine solu- 
tion is first deposited in the most prom- 
inent part of the tumor, which will turn 
white from the distention of the fluid, and 
after a delay of a few minutes, to allow 
this to take effect, the platinum wire, 
heated to the point of redness, is plunged 
fairly into the substance of the tumor. 
One, or at most two, applications are 
enough at one time, and these should not 
be made oftener than twice a week at 
first. After two or three of these applica- 
tions, if pain or soreness is complained of, 
it is well to stop treatment for a week, 
to allow of healing. The time consumed 
by the method in an ordinary case is 
usually several weeks, although it 
can be done in much less. During that 
time, although there will be some pain 
for a day or two after the treatment, the 
patient is not expected to be confined to 
the house or unable to attend to his ordi- 
nary duties. Accidents, such as abscesses 
or hemorrhage, I have never met with, 
although when used near the mucocu- 
taneous juncticn I have seen an edema- 
tous swelling appear at the nearest point 
of the skin within an hour, only to sub- 
side spontaneously in a day or two. This 


is the only thing in the nature of a com- 
plication I have ever observed, and this 
will not occur when the applications are 
fairly above the sphincters. 

As to permanency of result, I now have 
patients, treated in this way ten years ago, 
whose hemorrhoids, prolapsing and bleed- 
ing, and requiring replacement when they 


came to me, have never returned, and my ' 


experience with it in all classes of cases 
has been rather extensive. 

It may be asked what advantages has 
all this over the injection method. Chiefly, 
to my mind, these: In this there is no 
irritating fluid deposited in the middle of 
a vascular tumor, and left to do its work, 
with no escape for the products of sup- 
puration except what nature may provide, 
sometimes at a considerable distance; but 
in this case there is an aseptic punc- 
ture, left open necessarily, to allow for 
natural drainage. 

In the one case there is a distinctly cfr- 
cumscribed aseptic surgical traumatism, 
limited in extent by the will and skill of 
the operator. In the other a focus of in- 
flammation is deposited deep in the tissues 
to take care of itself. 

My own preference for this treatment 
over that by injection can be stated in 
fewer words. After ten years of steady 
trial this one has never caused me a mo- 
ment’s uneasiness, or even a cutaneous 


‘abscess. The other has caused extensive 


suppuration in my own hands, and death 
in the hands of others, who have been 
more unfortunate through no fault of 
their own. 

And yet I have been slow in publishing 
this method, for-I am convinced that, 
should it become popular, there will at 
once be a chapter of accidents resulting 
from its improper use by unskilled hands. 
The precautions I have always taken will 
be neglected, the description of technique 
will be disregarded, modifications and im- 
provements (?) will be invented; and for 
this reason I have preferred to leave the 
unskilful to their harmless method of 
causing “absorption by electricity.” It is 
not now recommended for universal adop- 
tion by the general practitioner, or even 
put forward as an improvement upon the 
clamp or ligature operations. Rather, it 
is a description of what I have personally 
been able to accomplish in the way of cur- 
ing the timid sufferer, who had rather 
suffer on than be cured by an operation 
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involving general anesthesia and_ the 
knife. 

This then, very briefly stated, is about 
the result of a quarter of a century of 
experiment by good men to find a substi- 
tute for the ligature or the clamp in the 
treatment of hemorrhoids. More elabo- 
rate operations have been tried and have 
shown no advantages, and some serious 
drawbacks. Simpler methods have been 
invented, but generally only at the cost 
of increased danger or diminished efh- 
ciency. In a small proportion of cases in 
which the tumors are freely extruded local 
anesthesia may with great advantage be 
substituted for general narcosis, but even 
this is offset by inability to dilate the 
sphincter, and the consequent increased 
after-suffering. My own favorite substi- 
tute, which it should be remembered is 
only doing under local anesthesia an oper- 
ation which has stood the test of many 
years at the hands of some of the great 
surgeons of France, by whom it is pre- 
ferred to the ligature or clamp, though 
apparently free from danger, requires a 
long course of treatment, will not be en- 
tirely free from pain, and in technique is 
rather too difficult for the general prac- 
titioner. 
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THE OPERATIVE TREATMENT OF EXTERNAL 
AND INTERNAL HEMORRHOIDS ; INCLUD- 
ING A CONSIDERATION OF THE CHOICE 
OF METHODS AND THE AFTER-TREAT- 
MENT, AS WELL AS THE SEQUEL 
WHICH SOMETIMES ENSUE. 

Lewis H. Apter, Jr., M.D., PHILADELPHIA, 
Professor of Diseases of the Rectum, Philadelphia Poly- 
clinic and College for Graduates in ,Medicine; Pro- 
sector to the Professor of Anatomy, Medical 
Department of the University of Pennsyl- 
vania; Consulting Surgeon, Charity 
Hospital; ete. 

3efore considering the subject. proper 
of this paper it is essential to have a clear 
understanding of the anatomy of the parts 
involved, and a definite knowledge that 
the external variety of a hemorrhoid 1s 
different from and demands treatment of 
another kind from that recommended for 
the internal form. Briefly, it may be 
stated that the veins of the rectum lie in 
the loose connective tissue which separates 
the epithelial coat from that of the mus- 
cular. These veins are devoid of valves, 
which in other portions of the body are 
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present, and give support to the weight 
of the column of blood, and also to some 
extent regulate the pressure which may 
be exerted at a given point. The three 
main divisions of these veins are the 
superior, the middle, and the inferior 
hemorrhoidal. All of these veins freely 
inosculate and form what is called the 
hemorrhoidal plexus, and this plexus com- 
municates as freely with the vesicopros- 
tatic plexus in the male as it does with 
the vaginal plexus of the female. 

These anastomoses of the hemorrhoidal 
veins with each other give rise to the 
so-called mixed hemorrhoid often seén, in 
which the pile is composed of both the in- 
ternal and external variety. When the 
major portion of such a tumor is com- 
posed of the internal form, it is called 
the interno-external variety, and is to be 
treated as an internal pile; when of the 
external form, it is called an externo- 
internal variety, and should be treated as 
an external pile. 

Piles that arise from the superior or 
the middle hemorrhoidal veins! are in- 
ternal hemorrhoids; they are therefore 
above the margin of the anus and are out 
of sight except when prolapsed; on the 
other hand the external pile is formed 
from the inferior hemorrhoidal vein and 
is outside the anal canal, and can be read- 
ily seen. In this connection it may be 
well to recall the fact that in embryonal 
life the rectal cul-de-sac is at first situated 
at some distance from the perineum, and 
that it and the anal canal are united only 
at a later period, so that at one time, at 
least, the rectal vessels must form two 
distinct systems—the one internal and the 
other external. Furthermore, the rectal 
veins have a free communication by means 
of their various branches with both the 
portal and the general venous systems, so 
that diseases of the liver, heart, lungs, 
etc., have an important bearing in a con- 
sideration of the etiology of piles. Bear- 
ing in mind what has been said, we are 
better prepared to understand the subject 
of hemorrhoids and the various operative 
procedures herein considered. 

EXTERNAL HEMORRHOIDS are subdi- 
vided into the venous, the cutaneous, and 
the compound. 


1Some authorities deny that the middle hemorrhoidal 
vessels enter into the formation of a pile, but, by its 
free anastomoses, it must contribute somewhat to the 
origin of these tumors, 
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Venous: The venous variety occurs in 
three forms: as a marked varicose condi- 
tion of the plexus of the external hemor- 
rhoidal veins; as a thrombosis of this 
plexus; or as a clot of extravasated blood, 
due to a rupture of a varicose vessel. The 
existence of this last variety is denied by 
some authorities, but I have seen and 
operated on a sufficient number of such 
cases to warrant the classification given. 

Cutaneous: The cutaneous pile consists 
essentially of a hypertrophy of the skin 
surrounding the anus. It frequently is 
the result of a former venous hemorrhoid, 
a fold of skin having been left after the 
removal of the clot either by absorption 
or operation. When not inflamed it oc- 
casions no great inconvenience, but when 
aggravated by improper diet, irregular 
habits, or uncleanliness, it invariably 
causes the patient to suffer pain quite dis- 
proportionate to the pathologic appear- 
ance. 

Compound: The compound or so- 
called externo-internal pile is one in which 
the tumor is not only largely external, but 
is also intimately associated with an in- 
ternal hemorrhoid, and is, therefore, in 
part covered with mucous membrane. 

Operative Treatment of External 
Hemorrhoids.—It is only by this method 
that a radical cure can be effected. It 
may be accomplished by one of three 
methods, named in the order of our 
preference: (a) excision, (b) simple in- 
cision, and (c) excision and primary su- 
ture of the cutaneous edges of the result- 
ing wound. 

(a) Excision is the mode of treatment 
generally employed by most proctologists 
for the cure of all the various forms of 
external hemorrhoids, when the patient 
is seen in the acute stage of the trouble. 
The operation consists in washing the 
parts well with tincture of green soap, 
alcohol, and creolin, so as to render the 
field of operation as aseptic as possible. 
The hair is not shaven, as experience has 
shown that this is not necessary. For- 
merly when the hair was removed its sub- 
sequent growth proved most annoying to 
the patient, causing a feeling somewhat 
as if the vicinity of the anus had been 
converted into a pincushion. 

The tumor to be removed should then 
be anesthetized by means of a hypodermic 
injection of a two-per-cent solution of 


cocaine, or eucaine, or by the Gant’ 
method of simple sterile water. Before 
removing the needle of the syringe, time 
should be given for the solution to per- 
meate the tissues. The pile should be 
next grasped firmly by some suitable in- 
strument, such as a hemostat (sometimes 
by two, if the hemorrhoid is a large one), 
and the tumor then rapidly removed in 
its entirety by means of a pair of scissors, 
curved on the flat. It is rare that vessels 
of any size are encountered, and the ease 
with which, in this region, a bleeding ves- 
sel can retract and contract obviates any 
necessity for the use of the ligature. All 
clots should be removed. The resulting 
wound is now tightly packed with cotton, 
which should be changed several times 
until most of the bleeding is stopped. Im- 
mediately after the operation, if any drug 
such as eucaine has been used to produce 
anesthesia, the flow of blood should be 
encouraged, for a short time, so as to get 
rid of any excess remaining in the tis- 
sues. Finally, when active bleeding has 
ceased, the wound should be packed with 
gauze and a ten-grain iodoform supposi- 
tory inserted into the rectum, and over 
the seat of operation should be placed a 
firm pad of gauze and cotton; a T-ban- 
dage then completes the dressing. 

The patient should be directed if there 
is much pain following the operation to 
apply a hot-water bag to the parts, being 
careful to protect the person from burning 
by placing a flannel or other covering 
over the bag. This latter injunction is 
by no means unnecessary, as I have seen, 
on several occasions, burns produced by 
neglecting this precaution, and such burns 
in this locality are very slow in healing. 

For several days the patient should be 
seen daily at the office. The original 
packing, placed in the wound after the 
operation, must not be forcibly removed, 
as it occasions needless pain and may 
cause a hemorrhage. Within forty-eight 
hours it becomes loosened by the serous 
discharge which occurs, and then can be 
readily and painlessly removed. With the 
removal of the packing the wound may be 
redressed by a dry dressing, after being 
washed with a two-per-cent creolin solu- 
tion; or, what is better, as the patient 


1Sterile Water Anesthesia in the Office Treatment of 
Rectal Diseases, by Samuel G. Gant, M.D., New York 
City. Reprinted from the New York Medical Journal 
and the Philadelphia Medical Journal (consolidated) of 
January 23, 1904. 
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derives more comfort from its use, by the 
application of a 25-per-cent ichthyol oint- 
ment. If the healing process seems slow, 
at the expiration of a week’s time, simple 
resin cerate with 20 grains of iodoform to 
the ounce, applied in the same way as the 
ichthyol, will materially hasten resolution. 
In two weeks’ time the majority of cases 
will be perfectly healed. The only com- 
plication that may arise after this opera- 
tion is when the operator is careless and 
permits the edges of the wound to unite, 
instead of having the surface of the 
wound heal evenly; when such a result 
occurs a superficial fistula may follow. 

(b) Simple incision requires a similar 
technique to that described for excision, 
with the exception of the operative part. 
This latter is accomplished by holding 
the parts on either side of the tumor be- 
tween the thumb and forefinger of the left 
hand and transfixing its base in the direc- 
tion of the radiating folds of the anus 
with a sharp-curved bistoury and cutting 
outward. Gentle pressure will cause the 
extrusion of most of the clot or clots; any 
of them remaining may be picked out with 
a pair of forceps. The subsequent treat- 
ment consists in packing the wound with 
gauze, and then using a similar dressing 
to that advised in the operation for ex- 
cision. 

The main disadvantage of this opera- 
tion consists in the fact that the skin dis- 
tention occasioned by the formation of 
the pile is left, and it may subsequently 
become inflamed, or may refill with blood. 

(c) Excision combined with primary 
suture of the resulting wound. The essen- 
tial difference between this method and 
that of simple excision consists in the 
close apposition of the wound by care- 
fully buried silkworm-gut, or some simi- 
lar, suitable material. The advantage of 
the operation is in the hope of obtaining 
primary union. I have practically dis- 
carded the procedure, as the suture tracks 
are liable to become infected. Further- 
more, the mechanical presence of the su- 
tures, together with the constriction they 
produce, combine to cause more annoy- 
ance to the patient than when the parts 
are allowed to heal by granulation. 

INTERNAL HEMORRHOIDS are divided 
into the capillary, the varicose, and the 
compound or interno-external. 

Capillary. This form, or nevoid pile, 
consists of a small, raspberry-like ar- 
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rangement of the arterial capillaries, 
within or just beneath the surface of the 
mucous membrane of the rectum. They 
are the source of frequent hemorrhages, 
due, no doubt, to a covering of a very 
thin layer of epithelium, which is readily 
ruptured. They do not protrude and can- 
not be located by a digital examination. 

Varicose. The varicose, or venous in- 
ternal hemorrhoid, is the form most fre- 
quently found, and consists of a vari- 
cosity of the veins with a hypertrophy of 
the surrounding tissue in which these 
vessels are embedded. 

The compound or interno-external pile 
has been already amply described. 

Operative Treatment of Internal Hem- 
orrhoids.-—First, a few words about the 
treatment of the capillary pile, which dif- 
fers materially from the other forms of 
internal hemorrhoids. The safest method 
of effectually dealing with this condition 
consists in the use of the electrocautery 
applied by means of a small electrode. 
Anesthesia is not required. Care must 
be exercised not to cauterize too deeply. A 
very old and deservedly popular treatment 
of this form of pile is the use of the fum- 
ing nitric acid. It must be employed so 
as not to excite too intense an inflamma- 
tory reaction. The pile should be caused 
to protrude into a speculum, then thor- 
oughly dried with cotton on the end of 
an applicator, after which the acid should 
be applied all over its surface by means 
of a rod of glass or a stick of wood. 
Before removing the speculum a piece of 
cotton should be placed over the treated 
area, and by means of pressure exerted 
by a blunt probe upon the cotton the 
speculum may be withdrawn without dis- 
turbing the cotton. This is done so as to 
absorb any excess of the acid, and also 
to prevent it coming in contact with the 
healthy bowel. 

Caution in the use of the acid is neces- 
sary in order to avoid its getting on the 
skin or on the mucous surface about the 
margin of the anus. A good preventive 
measure against this accident is the smear- 
ing of the region named with glycerin or 
vaselin. One application of the acid usu- 
ally suffices to stop the bleeding (one of 
the main symptoms of this variety of 
pile), but two or three may be required 
to effect a complete cure. These treat- 
ments may be repeated at intervals of 
three to seven days. 
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The following operative measures have 
been used for the cure of internal hemor- 
rhoids: (1) Crushing; (2) divulsion; 
(3) excision and suturing the wound; 
(4) submucous ligation; (5) injections 
of caustic and astringent solutions; (6) 
Whitehead’s operation; (7) ligature; and 
finally (8) clamp and cautery, our choice 
of all the methods. 

1. Crushing. This is an old method, 
which owing to the advent of the angeio- 
tribe was for a time revived. The opera- 
tion needs no detailed description, as the 
name used to describe this form of treat- 
ment sufficiently indicates that some form 
of instrument is employed to crush the 
hemorrhoid. It is important to get the 
crusher as close to the base of the pile as 
possible, so as to prevent a return of the 
trouble at the same site. The instrument 
is usually allowed to remain on the 
crushed pile for two or three minutes, so 
as to prevent as far as possible subsequent 
hemorrhage. It is also desirable, as ad- 
vised by some authorities, to dilate the 
sphincters at the commencement of the 
operation, and to sever the attachment of 
the pile at its mucocutaneous origin. The 
piles should be crushed longitudinally and 
not transversely. 

The main danger resulting from this 
procedure is that of hemorrhage. 

2. Divulsion. This operation,  per- 
formed under nitrous oxide gas and oxy- 
gen, often exerts a most beneficial tem- 
porary effect, especially when a patient is 
suffering from strangulated piles and re- 
fuses more radical treatment. Relief for 
a time is obtained thereby also from con- 
stipation, but the effects, I regret to state, 
are not permanent, unless the patient ad- 
heres to the rules essential for the pre- 
vention of costiveness. The operation of 
divulsion is an essential preliminary step 
to treatment by the Martin’ injection 
method. 

Under gas complete muscular relaxa- 
tion does not obtain, as in the use of 
ether. In other words, muscular activ- 
ity is maintained to a considerable extent. 
Hence, dilatation under gas can be more 
rapidly induced, as we have the sphinc- 
teric rigidity as a guide in determining 
exactly how much force may be employed 


See articles: “The Injection Treatment of Internal 
Hemorrhoids,” Aug. 27, 1904, and “‘The Ambulant Treat- 
ment of Internal Hemorrhoids,” Nov. 25, 1905; both 
published in American Medicine by Dr. Collier F. Mar- 
tin, Philadelphia. 


in the individual case. Recently ethyl 
chloride has been used for this purpose 
instead of gas, and with most satisfactory 
results. The lips should be greased be- 
fore using the anesthetic: only an experi- 
enced anesthetizer must be employed. 

The operation consists in overstretch- 
ing the muscles with either the fingers or 
the thumbs, or both, until all spasm is 
overcome. Care must be taken not to tear 
the parts, as permanent incontinence may 
ensue. Such an accident, however, can 
only occur as the result of what bluntly 
may be termed criminal carelessness. My 
experience with this method, employed 
more especially in the cure of fissure (ir- 
ritable ulcer of the anus), enables me to 
perform the operation in less than half 
the time than by the use of ether. 

The method, as stated, is indicated for 
the temporary relief afforded in a case 
of strangulated piles, when other opera- 
tive measures are refused by the patient, 
and as a preliminary step to treatment by 
the injection method, except in those in- 
stances in which old age has rendered the 
muscles so patulous that this step is not 
necessary. 

3. Excision and suturing the wound.’ 
There are various modifications of this 
method suggested by their different 
authors, but all of them have as the un- 
derlying principle the excision of the pile 
by the scissors or knife, and the uniting 
of the wound by buried sutures, of one 
kind or another. My main objection to 
this operation is that all sutures employed 
within the bowel are apt to lead to infec- 
tion at the point of their entrance. As a 
result abscess and fistula are likely to 
follow. An operation which may be men- 
tioned in this connection, and is well 
spoken of by its author, Dr. J. Rawson 
Pennington, of Chicago, IIl.,? is that of 
enucleation, and may be described as fol- 
lows: The rectum should be irrigated, 
and each anal quadrant grasped at the 
cutaneous junction by a pair of T-for- 
ceps, held by an assistant. The anus is 
thus everted and the internal piles caused 
to protrude. The forceps attached to the 


1This is an operation which seems popular with some 
of the general surgeons. See articles: “The Removal of 
Internal Hemorrhoids by Excision,’’ by Ernest La Place, 
M.D., New York Medical Journal and Philadelphia Med- 
ical Journal, Dec. 24, 1904, pp, 1212-1214; and in the 
same journal of March 4, 1905, “The Surgical Treat- 
ment of Hemorrhoids,’’ by Chas. McBurney, M.D. 

2“Simple Operation for Hemorrhoids—Enucleation,” 
reprinted from the International Journal of Surgery, 
December, 1900. 
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posterior quadrant should be seized by 
the operator and the part fully everted. 
With a pair of scissors, curved on the 
flat, the redundant tissue, which usually 
consists of about one-third or one-half of 
the uppermost part of the hemorrhoidal 
node, should be removed. This permits 
most of the blood in the tumor to escape. 
Next, all the angiomatous tissue should 
be carefully removed by the scissors, when 
the remaining wall will collapse. Each 
quadrant in regular order should be 
treated in like manner. A stream of hot 
sterilized water should be allowed to flow 
over the field continuously during the 
operation. Spurting vessels, if any, 
should be treated by torsion with a pair 
of forceps, and if necessary a ligature 
should be applied, but seldom is this re- 
quired. The T-forceps should be next 
removed, and all external tumors and tabs 
of skin should be excised with a pair of 
straight scissors, care being taken not to 
make an incision in the mucocutaneous 
junction, when it can be avoided, as that 
is the most sensitive point around the 
anus. The field of operation should be 
dusted with some soft powder, and a rub- 
ber-covered tampon introduced within the 
rectum through a bivalve speculum. At 
the end of forty-eight hours the patient 
should be given a cathartic and the tam- 
pon removed. This removal is said to 
be easy and painless. As a rule there is 
little bleeding following. Until convales- 
cence is well established the parts should 
be washed or irrigated twice daily with 
some antiseptic solution and dusted with 
a drying powder. The patient should be 
instructed to keep the bowels soft for two 
or three weeks: for this purpose the com- 
pound licorice powder may be prescribed, 
or if preferred a saline water may be used. 
Should pain or an aching sensation be 
experienced, a hot sitz bath of twenty 
minutes’ duration may be taken. As a 
detergent, small pieces of wet cotton can 
be used, as paper or other hard or rough 
substances are objectionable. 

This procedure in the hands of my 
skilled friend I have no doubt is most 
satisfactory in every respect, but it is cer- 
tainly not an operation that can be per- 
formed by every one, or even by a major- 
ity of operators who operate upon piles, 
without giving rise in many cases to a 
prolonged convalescence and possibly to a 
stricture. 


4. Submucous ligation. This method 
is so far as I am aware the practical con- 
ception of the fertile mind of Dr. Merrill 
Ricketts, of Cincinnati, Ohio.’ He 
describes the method about as follows: 
Anesthesia is produced and the sphincters 
thoroughly dilated; then a large semicir- 
cular needle is passed subcutaneously 
from the mucocutaneous juncture of the 
anus to the upper border of the pile- 
bearing area, and is then returned to 
make its exit at the point of entrance; the 
needle is removed and the silk ligature 
made taut about the venous plexus thereby 
included ; the ends of the ligature are left 
exposed. These ligatures may vary in 
number, but are to be placed at intervals 
of from one-half inch to an inch apart, 
as the case may indicate. It is not neces- 
sary to tie all the varices in this way, as 
the atrophic changes produced will neces- 
sarily obliterate any that are left. Dr. 
Ricketts claims for this method that no 
tissue is sacrificed, the mucous membrane 
remaining intact; that there is no hem- 
orrhage, no infection, no pain of conse- 
quence, and practically no detention from 
business. 

This method impresses one as being 
ideal, and it would be ideal if later experi- 
ence substantiated the author’s claims, 
made in his article, published only a short 
time after he put the method to a practical 
test. It is true that no tissue is sacrificed 
and that no hemorrhage occurs, but the 
pain and inconvenience which the patient 
suffers are such that I am quite certain 
even Dr. Ricketts has by this time aban- 
doned the operation. 

5. Injection of caustic and astringent 
solutions. Radical cures are effected by 
this method. Various formule are advo- 
cated, the principal difference being in the 
use of strong solutions in large quantities, 
which cause a necrosis of the entire hem- 
orrhoidal tumor, and the employment of 
weaker solutions and smaller portions, 
which as Dr. Jas. P. Tuttle,? expresses it, 
“produces an inflammatory induration 
and choking of the circulation, followed 
by shrinking and atrophy of the piles 
without ulceration or sloughing.” 

I have discussed this subject fully in an 
article read at one of the meetings of the 
Medical Society of the State of Pennsyl- 





1Mathew’s Medical Quarterly for October, 1895. 
24 Treatise on Diseases of the Rectum, Anus, and 
Sigmoid Flexure, 1892, p. 158. 
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vania, and reprinted from the Pennsyl- 
vania Medical Journal for January, 1905. 

It is impossible within the limits of this 
article to enter into a detailed description 
of the various methods or even of one 
method of treating hemorrhoids by injec- 
tion, but I feel it my duty to emphasize 
here the fact that this plan of treatment is 
a most dangerous one in the hands of the 
inexperienced operator. A loaded revol- 
ver, with the trigger cocked, in the hands 
of a two- or three-year-old child, is no 
more dangerous than is the hypodermic 
needle, when employed for the injection 
treatment of piles by the average general 
practitioner—and I might add, with 
truthfulness, the name of the so-called, or 
would-be, specialist—who without proper 
training or experience attempts to prac- 
tice in this particular field. I never em- 
ploy this method without experiencing 
much more anxiety than is felt with any 
other plan used in the radical treatment of 
hemorrhoids. 

Pain is more apt to follow the injection 
treatment; consequently resort must fre- 
quently be had to opiates, the use of 
which is to be deprecated, as many an 
opium habitué has been thus made. If 
the patient strain or cough, just at the 
critical moment as the injection is being 
deposited in the body of the pile, the 
fluid may be carried into much deeper 
structures than intended, and this acci- 
dent is always followed by considerable 
more pain than usual, and may possibly 
result in extensive ulceration. Infection, 
even in the hands of the skilled, may en- 
sue, as has been recorded, where the 
needle, in its introduction, has come in 
contact with fecal or other infectious ma- 
terial, which in this way has been carried 
into the tumor. It must be a rather rare 
accident, as the injection fluid as a rule 
consists principally of carbolic acid, or 
some equally strong antiseptic, and there- 
fore any germs present would be de- 
stroyed. 

As to the difference of opinion which 
exists in regard to the use of either the 
weak or the strong solution of the injec- 
tion fluid, my opinion is decidedly in 
favor of the stronger solution. It cures, 
while the weaker ones only palliate the 
trouble. 

6. Whitehead’s operation. This opera- 
tion has still some advocates, and for this 
reason is considered. It was first described 
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by Mr. Walter Whitehead, of Manches- 
ter, England, in 1882, according to Dr. 
Samuel G. Gant, of New York City.’ It 
consists practically of an amputation of 
the pile-bearing area. The sphincters 
are stretched, and then an incision is made 
around the anus at the junction of the 
skin with the mucous membrane; the lat- 
ter, with the hemorrhoidal tumors, is dis- 
sected upward until the upper limits of 
the piles are passed, and then is ampu- 
tated by a circular incision. The mucous 
membrane is next drawn down and 
stitched to the skin. Various modifica- 
tions of this technique have been sug- 
gested to render easier of performance 
what is naturally a tedious, difficult, and 
bloody operation. 

I have never employed this method, 
heing unable to bring myself to a belief 
that the cases of hemorrhoids which have 
come under my observation justified the 
risks attending its performance. Not 
only are all the delicate structures in the 
anal region removed by this procedure, 
but there is also the grave possibility of a 
stricture following should healing not 
occur by primary union. The plan of 
operation, in itself, reflects considerable 
credit upon the ingenuity of its distin- 
guished originator, but its employment 
is not likely to become popular with the 
profession. 

7. Ligature. Some of my distinguished 
colaborers regard the use of the ligature 
as the ideal operation for the radical treat- 
ment of piles. Dr. Joseph M. Mathews,? 
of Louisville, Kentucky, states, quoting 
Erichson, that “all external piles should 
be cut off, and all internal piles tied, and 
that he (Mathews) does not think that 
the advice then given can be improved on, 
even to this day.” I am certain that in 
the hands of my skilled friend the opera- 
tion proves all that he claims for it. It 
is not the procedure, however, which has 
merited my chief support, for the reasons 
given in considering the next and final 
phase of this subject. 

The patient should be prepared for this, 
as in all operative procedures on the rec- 
tum, by having the bowel thoroughly 
evacuated, the local parts thoroughly 
cleansed, but the hair not shaved. An an- 
esthetic should be administered, the pa- 


1Diseases of the Rectum and Anus, second edition, 
p. 449. 

2A Treatise on Diseases of the Rectum, Anus, and 
Sigmoid Flexure, New York, 1892, p.° 158. 
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tient placed in the lithotomy position, and 
the sphincters divulsed. Each tumor 
present should be grasped at its anal base 
with a pair of hemostatic forceps prior 
to operating upon the individual piles, as 
otherwise one or more piles may be over- 
looked and remain to give rise to subse- 
quent trouble. Each pile in turn should 
be treated as follows: It should be drawn 
out of the bowel to its full extent by being 
seized by hemostats placed at short inter- 
vals, one above the other, until its up- 


per limits have been reached; then 
dissected from below upward for at 
least two-thirds of its length, when 


it should be tied by a stout ligature 
placed securely at its base—by transfixion 
of the pile, if it be a large tumor, or sim- 
ply around the stump if a small one. If 
the pile has been transfixed by the ligature 
the redundant tissue above may be ex- 
cised before returning the stump to the 
bowel. As the treatment and sequel fol- 
lowing this operation are about the same 
as in the next operation described, I shall 
consider the subject then. 

8. Clamp and cautery. This is the 
method I prefer over all other procedures 
for the radical cure of internal hemor- 
rhoids. Briefly my reasons for preferring 
this method are: (1) because the patient 
suffers the least pain; (2) recovery is 
most rapid; and finally (3) the untoward 
effects, such as inability to urinate with- 
out catheterization, etc., are minimized. 

The operative technique is as follows: 
The patient should be prepared as for the 
ligature operation, the parts cleansed, but 
the hair not shaved ; the lithotomy position 
should be the one always assumed, as 
there is less danger and difficulty from the 
anesthetic. Ether should be as a rule em- 
ployed, though I have had chloroform ad- 
ministered frequently to the aged or to 
persons with heart, lung, or kidney com- 
plications. The sphincters should be 
stretched only when the patient is thor- 
oughly under the anesthetic, as otherwise 
unnecessary pain is inflicted. This 
stretching should not be done with all the 
force of the operator, as permanent in- 
continence may follow should the muscles 
be badly torn. The divulsion should con- 
sume two or three minutes and should be 
performed by means of the fingers or 
thumbs, or both, and not with instru- 
ments. It is only by the sensation con- 
veyed to the surgeon’s finger that a proper 
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appreciation can be had as to when the 
dilatation has proceeded far enough. The 
next step should be to isolate the piles 
present, by grasping each one at its base, 
a little distance above the cutaneous mar- 
gin, with hemostatic forceps. After all 
the piles have been thus secured, all but 
the one to be first operated on should be 
given to an assistant to be held, so as not 
to interfere with the operation. The pile 
to be operated on should be drawn outside 
of the bowel, as far as possible, by trac- 
tion exerted on the attached hemostat; 
other hemostats should be applied at short 
intervals, and upon them similar traction 
should be used until the upper limits of 
the pile are reached. The usual procedure 
is to operate on the piles situated pos- 
teriorly—that is to say, those toward the 
coccyx—then on either side, and finally 
those anteriorly; by this means _ less 
hemorrhage is encountered to obscure the 
field of operation. The pile should be 
divided by scissors or knife at the muco- 
cutaneous margin, and the clamp’ should 
be applied in the long axis of the pile, and 
after being clamped and grasped tightly 
by an assistant, a pad of wet gauze six or 
eight: layers in thickness, divided in the 
center from one end for three-quarters of 
its length, should be placed around the 
entire margin of the clamp: the gauze 
should be wide enough to protect the cu- 
taneous surface about the operative field 
from being scorched by the radiation of 
heat from the cautery point; the pile 
should be now cut off, using a pair of 
curved scissors—curved on the flat 
leaving only enough of a stump to cau- 
terize. There is a knack in using the 
scissors, which consists in not making one 
quick cut, but rather a slow, sawing 
movement, cutting with the base of the 
instrument and not with the tips, as is 
the custom. By this means a clean, even 
stump is left to cauterize; otherwise it is 
apt to be ragged and uneven. 

The Paquelin cautery, heated only to a 
dull red and not to a white color, should 
be employed to sear the surface of the 
denuded stump; if used at a white heat 
it would act as a cutting instrument in- 








1Mention here should be made of the electrothermic 
angeiotribe, devised by A. J. Downes, M.D., of Phila- 
delphia, for the details of which see article: ‘The Elec- 
trothermic Angeiotribe in the Removal of Hemorrhoids,” 
New York Medical and Philadelphia Medical Journal, 
Oct. 10, 1903, pp. 685-688. This instrument is a valuable 
one, but as it has no special advantage over the thermo- 
cautery I have not employed it. I prefer either the 
Gant or the Kelsey clamp. 
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stead of a cauterizing agent. Time should 
be taken to thoroughly cauterize the 
stump over its entire area, especially in 
the center and around its edges. This is 
one of the most important steps of the 
operation, and if carelessly performed 
hemorrhage will be likely to follow. After 
the stump has been thoroughly charred 
the clamp may be slightly loosened, to as- 
certain if there be any tendency to bleed- 
ing; if this should occur the clamp should 
be tightened and the cautery reapplied. 

All the piles present, whether they be 
large or small, should be treated in the 
manner just described, and when this is 
done and the clamp is removed, they re- 
cede within the bowel. The number of 
piles varies in different cases. There are 
always at least three, more frequently 
four, and in many cases five or six present. 

After the operation is completed, a ten- 
grain iodoform suppository should be 
carefully inserted into the rectum. If any 
external piles have been removed, a dress- 
ing of iodoform gauze should be placed 
over the wounds, externally only, care 
being exercised not to plug too tightly 
the aperture of the anal canal, as the free 
escape of gas from the bowel is thereby 
prevented and the patient occasioned need- 
less discomfort. Over this a good-sized 
pad of gauze should be placed, and then 
absorbent cotton, and finally a T-bandage. 
In cases in which no external piles are 
present, the gauze placed next to the anus 
should be oiled in the center with a five- 
per-cent carbolized oil, which prevents its 
adhesion to the parts where the internal 
piles have been severed at the mucocu- 
taneous junction. No opiate should be 
given either at the completion of the oper- 
ation or subsequently, the old-fashioned 
notion that such a remedy was required 
to keep the bowels from moving too soon 
after the operation having been exploded. 
It is only in rare instances, in my experi- 
ence, that the bowels move after the re- 
moval of internal hemorrhoids, without 
the administration of a purgative, the rea- 
son being that the patient imagines that 
a movement of the bowels is certain to 
be attended with much pain and suffering, 
and consequently this natural dread acts 
as an inhibition of the center of defe- 
cation. 

Sometimes the levator ani muscle will 
suddenly contract and give the parts a 
jerk. A hot-water bag, well wrapped and 


applied to the seat of operation, will 
usually give the patient relief from this 
or other pain, especially that caused by 
the presence of flatus. All patients should 
be urged to expel any wind whenever it 
becomes a source of annoyance, and un- 
less this injunction is emphasized many 
cases will suffer, fearing that any strain- 
ing efforts will cause the wound to bleed. 

Should the patient have any difficulty 
in urinating, and some persons cannot or 
think they cannot do so when in the re- 
cumbent posture, they may be permitted 
to gently get to the edge of the bed, and 
if a male, to stand and use the urinal; 
or if a female, to sit on the commode, 
placed near to the edge of the bed. A 
hot-water bag placed over the pelvic re- 
gion will often suffice to make natural 
urination a possibility even with the 
patient in bed. It is a rare thing for my 
hemorrhoidal cases to require catheteri- 
zation. 

Diet is not a matter of any especial im- 
portance on and after the day following 
the operation. The third day after the 
operation, the patient as a routine pro- 
cedure should be given ten grains of blue 
mass in the evening, and on the morning 
following a bottle of citrate of magnesia, 
or, if preferred, a dose of Epsom salts. 
As soon as the patient feels an inclination 
for an action of the bowels, an enema of 
six to eight ounces of linseed oil should 
be given, but care must be exercised not 
to delegate this to an untrained assistant, 
as much harm may be occasioned by any 
roughness in the insertion of the nozzle 
of the syringe. This injection not only 
lubricates the parts and prevents any in- 
jury from the passage of the feces, but 
also stimulates the bowel movement. Reg- 
ular daily movements of the bowel must 
be secured after this first evacuation. 

After the first bowel movement the 
patient may on the ensuing day get out 
of bed, and sometimes in a week, but in- 
variably in ten days or two weeks, may 
resume his usual vocation. It requires 
from three to four weeks for the parts to 
entirely heal. 

Both during the operation and subse- 
quently, for the purpose of cleansing the 
parts, a two-per-cent creolin (Merck’s) 
solution should be used; never bichloride 
of mercury, as this drug may be absorbed 
and set up a teasing diarrhea. 

My personal experience with this 
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method has been most favorable. In two 
cases a slight hemorrhage occurred soon 
after the patient was placed in bed, which 
amounted to nothing, and came from the 
wounds of the external piles that had been 
removed. Both were cases of strangu- 
lated piles, and therefore for some time 
prior to the operation the parts had been 
greatly congested, which naturally tended 
to favor subsequent hemorrhage. 

One case of fissure in ano, following 
the clamp and cautery operation, has oc- 
curred in my own practice, and I have 
knowledge of two other cases operated on 
by general surgeons in which this compli- 
cation has occurred. I believe that this 
accident can only happen when the move- 
ments are allowed to become hard, and in 
their ultimate passage break or tear the 
tender parts. Such a condition always oc- 
curs in young persons. Several times I 
have seen the anal canal narrowed more 
than was desired after this operation, but 
it has never occasioned the patient any 
great annoyance, if left alone. Time and 
attention to establishing a regularity of 
the bowel movements have always seemed 
to prevent any permanent unpleasant 
after-effects. One case of submucous fis- 
tula following this operation, in a dispen- 
sary case, was discovered by an assistant ; 
but the condition was ascertained too soon 
after the operation to indicate to me other 
than that meddlesome interference had 
caused its occurrence. 


1610 ArcH STREET. 


TREATMENT OF HEMORRHOIDS BY SUBMU- 
COUS LIGATURE, 


Benjy. Merritt Ricketts, M.D., CINCINNATI. 


This method was devised fourteen 
years ago, and has been referred to in the 
text-books of Andrews, Gant, Mathews, 
and Tuttle on the Rectum, and Reed on 
Gynecology. 

Experience has taught its failures and 
successes, so that they can be placed in 
parallel lines with those of other methods 
for cancellation. 

It possesses many requisites to give it 
favorable consideration in rectal surgery, 
and when better and more generally un- 
derstood will be more appreciated, as one 
of the most satisfactory means for the 
radical cure of hemorrhoids and rectal 
prolapse. 


ORIGINAL COMMUNICATIONS. 
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Technique.—The preoperative aseptic 
precautions having been completed and 
surgical anesthesia induced, the sphinc- 
ters are dilated with the fingers with as 
little traumatism as possible. The rectum 
is again irrigated with simple water 
heated to the degree of endurance. 

A large needle curved to rather more 
than a semicircle, and threaded with a 
moderate-sized kangaroo tendon, or a No. 
1 or 2 chromicized or cumolized catgut, 
is made to enter the mucocutaneous bor- 
der around each hemorrhoid or cluster 
of hemorrhoids until one-half of the cir- 
cle has been described, when it is allowed 
to make its exit. It is then introduced 
at the point of exit and passed submu- 
cously to describe a circle, and make its 
exit at the point of first entrance. 

Such a movement may describe a cir- 
cle varying in size from one-half inch to 
two inches in diameter, as the case may 
require. 

After one, two, three, or more ligatures 
have been applied, the two ends of each 
are made taut and fastened by knot, 
which may or may not be buried submu- 
cously. Considerable tumefaction may 
ensue, especially with the more extensive 
internal varices. This may be overcome 
to a considerable degree by puncture with 
the knife, care being taken not to cut the 
ligature. Quite a few of these tumefac- 
tions can be pushed above the sphincter, 
where they will remain, but it is neces- 
sary to allow the great majority to care 
for themselves, especially when more .or 
less muscular fibers are encircled. 

No further attention is given the liga- 
ture, and but little, if any, given the parts 
surrounded by the ligatures. 

Irrigation of both the cutaneous and 
mucous structures with water heated to 
the point of endurance is both pleasing 
and essential to cleanliness. 

Variety of Hemorrhoids.—While any 
variety or number of hemorrhoids may be 
subjected to this method of treatment 
with most satisfactory results, a small 
single pile may be removed by methods 
more simple. It is especially recom- 
mended in the large single or large mul- 
tiple pile. In either variety the constric- 
tion produced by the ligature will be suf- 
ficient to destroy all the varices caught 
within it, and the subsequent atrophic 
changes will destroy more or less of the 
remaining ones. 
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The making taut of the ligatures will 
check any hemorrhage that may _ be 
caused by the puncture of vessels by the 
needle, so that the primary hemorrhage 
is insignificant. 

Advantages.—It is simple, radical in 
its results, and when understood can be 
done by the inexperienced quickly with- 
out hemorrhage, death, or loss of func- 
tion of the sphincter ani. No tissue is 
sacrificed, confinement is short, no pro- 
tracted ulceration, pain less than by other 
methods of ligation, and absolutely no 
contraction in the caliber of the gut. 

If the hemorrhoids are associated with 
rectal prolapse of the first, second, or 
third degree, this method is especially 
desirable because the application of the 
ligatures will :take up the redundancy of 
tissues. While the submucous ligature 
was first devised for the cure of hemor- 
rhoids, it was also found efficacious in 
extensive hemorrhoids with prolapse of 
the mucous membrane. It is especially a 
most desirable means of relief for the 
first, second, and third degrees of rectal 
prolapse, for the most aggravated form 
of which it has been many times em- 
ployed. 

Disadvantages.—These are indeed few. 
But one secondary hemorrhage is known, 
and that occurred in the writer’s work (a 
most extensive case of hemorrhoids). 
This, however, has occurred many times 
following the use of clamp and cautery, a 
number of times resulting in death. 

Unfortunately the ideal has not been 
found in the treatment of hemorrhoids. 
No one method should be employed to 
the exclusion of all others, for each pos- 
sesses merit peculiar in each variety of 
pile. Not all conditions are alike. Cir- 
cumstances and surroundings, too, vary 
to influence the choice of methods. 

Slough.—While not yet reported, this 
is a rare possibility, and should not occur 
if the needle has been made to pass at a 
proper depth. If only the mucous meni- 
brane is surrounded by the ligature, 
slough may occur. 

Abscess has been observed by Gant, 
and is an unfortunate complication. , It 
should be opened early. In all such cases 
the ligatures involving it should be re- 
moved as soon. as tumefaction is ob- 
served. 

Phiebitis is not a common complica- 
tion. It is possible in all operations upon 


the rectum alike for the more extensive 
forms of rectal varices. The writer has 
seen this condition but once, and that fol- 
lowing a Whitehead operation. 

Pain may be mild or severe, depending 
upon the amount of tissue involved and 
temperament of the patient. It is greatly 
modified by puncturing the tumefactions 
and the application of hot water both 
externally and internally. If severe, it 
may be relieved by ichthyol, menthol, or 
carbolic acid ointment, or if necessary 
the hypodermic injection of morphine. 


A NEW BLOODLESS OPERATION FOR THE 
EXCISION OF HEMORRHOIDS WITH 
HEALING BY FIRST INTENTION, 


Hersert M. Bisnop, M.D., Los ANGELEs, CAL. 


I have very little to add to my paper 
with the above title, published in the 
THERAPEUTIC GAZETTE twelve years ago. 
The method has remained the ideal one, 
giving uniformly the most satisfactory re- 
sults. All observed improvements over 
the antiquated, dangerous, or painful and 
tedious proceedings with ligature, clamp 
and cautery, injection, or bloody cutting, 
have been in line with principles eluci- 
dated in my paper, viz., clean, aseptic 
incision, rendered bloodless by gentle 
clamping with convenient forceps, and 
the incised edges of the wound held in 
perfectly smooth coaptation by flexible 
quilled sutures. I now use a small rub- 
ber cord rather than a tube to loop the 
sutures around, as I am able to obtain a 
firmer and more reliable quality of rub- 
ber cord than of rubber tubing, without 
any sacrifice of flexibility. It is the flexi- 
ble yielding to the conformations of the 
surfaces to which it is applied that gives 
the superiority of this form of quilled and 
hemostatic suture. A rigid quill would 
irritate and annoy by its presence. 

The quality of flexibility and smooth- 
ness of application also recommends this 
method of proceeding in those inveterate 
cases of prolapsed recttim in which abla- 
tion of redundant folds can be safely and 
thoroughly performed in the same blood- 
less manner, leaving the approximated 
surfaces ready for plastic healing. In- 
deed, pendulous folds or ‘growths can 
thus be removed from the entire circum- 
ference of the sphincters by surrounding 
the anus with this double welt of rubber, 
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enclosing between it the base of the tis- 
sues to be removed, and excising without 
the loss of a drop of proximal blood. I 
claim for this method all the benefits of 
ligation, clamp and cautery, ecraseur, 
acupressure, and buried suture in con- 
trolling hemorrhage, and freedom from 
the disadvantages of sloughing and ulcer- 
ation. 


STERILE WATER ANESTHESIA IN THE 
OPERATIVE TREATMENT OF INTER- 
NAL HEMORRHOIDS. 


SAMUEL G. Gant, M.D., LL.D., New York, 


Professor of Diseases of the Rectum and Anus, New 
York Post-graduate Medical School and Hospifal; 
Attending Surgeon for Rectal New 
York Post-graduate, Mary Immaculate, 
and Newport Hospitals, New York 
Infant Asylum, German Poli- 
klinik, etc. 


Diseases, 


Internal hemorrhoids constitute one of 
the most frequent and distressing ail- 
ments encountered in the anorectal region. 

Patients suffering from this complaint 
usually refuse operation and resort to the 
use of home remedies and so-called “pile 
cures,” until their physical condition is 
greatly weakened, or their lives are ren- 
dered unbearable as a result of the loss 
of blood and great suffering. 

Formerly, because of the severe meth- 
ods of treatment, there was some excuse 
for this delay, but now there is none, for 
great progress has been made in the oper- 
ative technique of this class of cases. The 
older plan, which still prevails in some 
sections, was to give every patient a gen- 
eral anesthetic and keep him in the hos- 
pital from two to four weeks, irrespective 
of the variety, number, size, or condi- 
tion of the hemorrhoids. 

The writer has striven diligently, and 
with some success, during the past five 
years, by his writings, teachings, and 
demonstrations, to show that practically 
all uncomplicated cases of internal hemor- 
rhoids can be thoroughly, quickly, and 
painlessly operated upon by means of 
sterile water anesthesia at the office, home 
of the patient, or at the hospital when 
preferred. 

In operating, it should be borne in mind 
that there are two types of internal hem- 
orrhoids, capillary and venous. 

Capillary hemorrhoids consist in a dila- 
tation of the capillaries of the mucosa, the 
vessels beneath the membrane being rarely 
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involved; they are flat, project slightly 
above the surrounding mucosa, are bright- 
red in color, soft and spongy, and have 
a strawberry-like appearance. They are 
uncommon, may be single or multiple, and 
vary from one-fourth of an inch to one 
inch in diameter. They bleed very fre- 
quently, but the hemorrhage is of an 
oozing character and usually not profuse. 
They cause but little pain, rarely pro- 
trude, and may occur alone or in conjunc- 
tion with the internal venous variety. 

Internal venous hemorrhoids are vari- 
cosities involving the veins and capillaries 
of the mucosa and submucosa in the lower 
rectum, and are characterized by a ten- 
dency to bleed and protrude. They may 
cause very slight or very intense suffer- 
ing, depending upon their number, size, 
and location, and whether they are in an 
inflamed condition, ulcerated, or strangu- 
lated. In their incipiency they are small, 
rarely protrude, and cause but little dis- 
comfort, other than sensations of heat and 
fulness about the anus; but later on, when 
they become larger, protrude more fre- 
quently, and become ulcerated, they pro- 
duce considerable pain during and follow- 
ing stool. When strangulation occurs 
and the tumors cannot be returned above 
the sphincter muscle because of its spas- 
modic contraction, the suffering’ thereby 
induced is most agonizing, and it is im- 
possible to obtain rest or relief until the 
strangulation is overcome. 

Bleeding from these hemorrhoids 
is venous in character and may be slight 
in amount, appearing only as streaks upon 
the feces, or as moderate oozing from the 
anus for some time after stool, or so pro- 
fuse that the patient is partially or com- 
pletely exsanguinated. The blood may be 
discharged fresh and fluid, or, if retained 
for a considerable time in the bowel, in 
clots resembling coffee grounds. Other 
symptoms which may be induced by in- 
ternal venous hemorrhoids are vesical and 
prostatic disturbances, proctitis, and re- 
flected pain. When ulceration is extensive 
the discharges may cause excoriations of 
the anogluteal region, producing a per- 
sistent and annoying pruritus. If infec- 
tion occurs, abscess and fistula may follow. 

Treatment.—The operative treatment 
of internal hemorrhoids, when _intelli- 
gently carried out, is universally success- 
ful. Many operations have been sug- 
gested for their cure; some have been sim- 
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ple and effective, while others have proven 
barbaric and unreliable. The operative 
procedures most frequently resorted to are 
the clamp and cautery, excision, and liga- 
ture. Formerly, when the writer em- 
ployed general anesthesia, he preferred 
the clamp and cautery method. The 
clamp and cautery can be painlessly used 
in operating under sterile water anesthe- 
sia, but is rarely employed by the writer 
because the glowing iron frightens the pa- 
tient, and further, the cauterized surfaces 
are liable to be pulled apart and a serious 
hemorrhage started unless the patient is 
kept quietly in bed for some days after the 
operation. 

Excision.—Internal hemorrhoids may 
be removed by either circular (White- 
head’s operation) or linear excision. The 
former is difficult, bloody, requires con- 
siderable time, is often accompanied and 
followed by unpleasant accidents and 
sequel, is rarely justified under general 
and never under local anesthesia. 

The excision of pile tumors by means 
of linear or elliptic incisions is a more 
practical procedure, causes little suffering, 
and can be easily and quickly performed 
under water, or compression, anesthesia. 
The principal objection to this operation 
is the danger of infection, which occurs 
so frequently following the closure of 
wounds in the anorectal region. 

Ligature.—This is unquestionably the 
operation of choice for the removal of in- 
ternal hemorrhoids in the office, at the pa- 
tient’s home, or in the hospital where 
sterile water, or other local anesthetic, is 
employed. The operation requires from 
three to eight minutes, depending upon 
the number of tumors, causes almost no 
pain, is rarely accompanied or followed 
by annoying hemorrhage, and is in every 
way a most satisfactory procedure. The 
only instruments required in the opera- 
tion are three artery forceps, pair of 
scissors, speculum, fine linen ligatures, 
and a large hypodermic syringe fitted 
with a Gant curved extension-piece. The 
technique of the operation as carried out 
by the writer by means of sterile water 
anesthesia is as follows: 

The patient is given a soap-suds enema 
of not more than half a pint, is seated 
upon a commode, and requested to empty 
the rectum by straining, thereby causing 
the hemorrhoids to become congested and 
protrude. He is then placed on the operat- 


ing table in the Sims posture, when the 
tumors and adjacent parts are cleansed. 
In some instances the piles cannot be made 
to protrude in the above manner. In such 
cases they are brought out by means of 
an electric cupping machine, but when 
this procedure fails they are brought into 
view, one by one, by means of the Gant 
speculum. 

The technique of securing complete 
anesthesia for these operations by the in- 
jection of sterile water (plain or saline) 
is so surprisingly simple, is so effective, 
and is so easily and quickly accomplished, 
that it is difficult to believe by those who 
are not familiar with this method of pro- 
ducing local anesthesia. 

The writer has elsewhere described in 
detail the technique of obtaining sterile 
water anesthesia! for the different rectal 
operations, and will omit it in this article, 
except in so far as it relates to internal 
hemorrhoids. 

Each tumor is distended by injecting 
sufficient water directly into its center to 
cause its entire surface to turn white. 
The blanching occurs within ten seconds, 
indicates complete anesthesia, and the 
pile can then be immediately and _ pain- 
lessly removed. 

The pile should not be grasped with 
forceps, nor should any operating be at- 
tempted when the tumor is of a red or 
purplish hue, because it is not anesthe- 
tized, and will not be until a sufficient 
amount of the solution has been depos- 
ited within it to cause it to turn white. 

The writer has used this method of pro- 
ducing local anesthesia in several hundred 
cases of internal hemorrhoids, and has 
been so pleased with the results obtained 
that he has practically discarded general 
anesthesia in these cases. There is no 
bleeding during the operation, and rarely 
has postoperative hemorrhage occurred, 
as is so frequently the case following 
eucaine and cocaine anesthetization. 

The operation is almost if not quite 
painless, and strange as it may appear 
there is very little pain following, which 
also is a great advantage over other 
methods of producing anesthesia. 

In conclusion, the writer most heartily 
commends this method of producing com- 
plete local anesthesia in uncomplicated 


1Sterile Water Anesthesia in the Office Treatment of 
Rectal Diseases. Samuel G. Gant, New York Medical 
Journal and Philadelphia Medical Journal, Jan. 23, 1904. 
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cases of internal hemorrhoids, and he feels 
certain that surgeons who give sterile 
water anesthesia a fair trial in these cases 
will find that this procedure will prove to 
be entirely satisfactory both to their pa- 
tients and themselves. 


43 West Firry-sEconpD STREET. 


OFFICE TREATMENT OF 
James P. Tuttite, M.D., New York. 


HEMORRHOIDS. 


The office treatment of hemorrhoids is 
usually thought of as empirical or purely 
palliative; it is therefore commonly made 
light of by surgeons, who generally be- 
lieve there is only one way to treat piles, 
and that is to give the patient ether and 
take them out. The improved technique 
of local anesthesia has greatly widened 
the field of office practice in rectal diseases, 
and in no condition is this more apparent 
than in our present treatment of hemor- 
rhoids. The majority of cases suffering 
from this complaint are now treated with- 
out general anesthesia, and many of them 
are radically operated upon in the office 
and sent home or to the hospital to rest 
for a day or two, when they can go about 
their business. As I have recently pub- 
lished elsewhere (American Journal of 
Surgery, February, 1906) the logical lim- 
itations of such practices, it is not neces- 
sary to repeat them here. My only pur- 
pose at present is to state how we treat 
hemorrhoids in a properly equipped office ; 
by this I mean an office with modern 
operating-rooms, supplied with sterilizers 
and all the paraphernalia for an aseptic 
operation. 

In the first place we must distinguish 
between primary and secondary hem- 
orrhoids. Hemorrhoids due to cirrhosis 
of the liver, pelvic or uterine tumors, en- 
larged prostates, strictures of the urethra, 
stone in the bladder, malignant or other 
diseases of the rectum higher up, demand 
relief until the more serious conditions can 
be eradicated, but they should not be oper- 
ated upon except in cases of emergency 
—i.e., when the bleeding is so severe that 
it endangers life, or when the hemorrhoids 
have become strangulated and infection is 
imminent, under which circumstances the 
patient should always be operated at home 
or in the hospital. 

In hemorrhoids accompanying cirrhosis 
of the liver it is not wise to stop the 
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bleeding as a rule, because this is very 
likely to be followed by anasarca and rapid 
demise; the hemorrhoidal veins are the 
safety-valves in this condition. 

In hemorrhoids due to cardiac disease, 
operative treatment was formerly tabooed 
because of the fear of general anesthesia 
in such cases. At the present time these 
may be operated upon with impunity by 
the use of local anesthesia. As a rule, 
however, these cases occur in very old and 
feeble people, and unless there is excessive 
bleeding or strangulation it is better to 
treat them locally rather than subject 
them to operative procedure, as they may 
be kept very comfortable by palliative 
methods, and there is always danger of 
complications, such as embolism, hypo- 
static pneumonia, phlebitis, etc., after 
operations upon this class of cases. My 
own practice with these patients is to 
gently but gradually dilate the sphincter, 
place the patient in the knee-chest posture, 
and through a tubular speculum apply a 
1:1000 solution of adrenalin to the hem- 
orrhoidal masses once in_ forty-eight 
hours. At home the patient is instructed 
to take at night an injection of half an 
ounce of aqueous fluid extract of krame- 
ria; in the morning, after the bowels have 
moved, an ointment consisting of ichthyol, 
tannic acid, and a small quantity of bella- 
donna is usually applied ; sometimes, how- 
ever, I find it advantageous to use the 
krameria twice a day. In such cases the 
bowels should be kept open, but there 
should be no catharsis. A careful study 
of each case is necessary to determine 
what will prove laxative, but not exhaust- 
ing. <A treatment of this kind for three 
or four weeks usually makes these cases 
so comfortable that an operation would 
be hardly considered. This same line of 
local treatment varied according to the 
individual case is efficacious in controlling 
the hemorrhoids, classed as secondary 
above, until radical relief of the exciting 
cause is obtained. Where there are no 
complications, however, and where we 
have to deal with simple external or in- 
ternal hemorrhoids, the modern office 
treatment becomes a radical one and 
varies only according to the type of the 
piles. 

There are two kinds of external hem- 
orrhoids, viz., thrombotic hemorrhoids 
and connective tissue hemorrhoids or skin 
tabs. 
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Thrombotic Hemorrhoids. — The 


thrombotic hemorrhoid consists of a 
rent in one of the perianal vessels 
and gradual pouring out of blood 


into the cellular tissue, where it forms 
clots; sometimes these clots extend high 
up into the branches of the veins. The 
treatment of this condition consists in 
laying open the overlying skin or muco- 
cutaneous membrane, and evacuating the 
clots. This is usually done by injecting 
a few drops of cocaine or eucaine into 
the skin over the tumor; even the intro- 
duction of the needle can be rendered 
absolutely painless by spraying the parts 
with ethyl chloride or by the application 
of a drop'of pure carbolic acid to the 
point at which the needle is to be intro- 
duced. All the parts should of course be 
rendered as sterile as possible before the 
introduction of the needle. The incision 
should be made in a line with the radial 
folds, and the clots should be carefully 
removed by forceps and not squeezed out 
by pressure, which will cause traumatism 
and irritation. If the clots occur in an 
old skin tab the whole mass should be 
removed at the same time; in either event 
the wound should be packed with a little 
strip of gauze soaked in adrenalin, which 
will not only stop the oozing but will 
prevent a reformation of the clot. This 
packing should be removed after twenty- 
four hours and the parts dressed with 
some drying powder. ‘The radial folds 
will press the edges of the wound to- 
gether without any suturing, and ordi- 
narily such wounds heal without any fur- 
ther treatment in four or five days. It is 
well, however, to observe the patient and 
see that no little pieces of fecal matter 
lodge in the wound, thus setting up an 
irritation and infection. It is my practice 
never to allow a patient to get off my 
operating chair with one of these throm- 
botic hemorrhoids intact. There is no 
excuse for palliative treatment in these 
cases; they may and should be all oper- 
ated upon in the office without making a 
“mountain out of a mole-hill.”’ 
Connective Tissue Hemorrhoids.— 


These little skin tabs on the margin of 
the anus are never serious, although quite 
annoying to some individuals, insomuch 
as they render the cleansing of the parts 
very difficult and occasionally they be- 
come inflamed from sitting on them. 
When they occasion such annoyance they 
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should be removed. Palliative measures 
are not to be considered, nor should the 
injection treatment ever be employed. If 
these external piles are not associated 
with the internal variety they should be 
locally anesthetized and clipped off with 
the scissors, or crushed with a hemor- 
rhoidal clamp flush with the true skin. 
Some judgment is necessary to determine 
exactly how much should be taken off, 
but so far as my experience goes most 
operators take off too little rather than 
too much, thus leaving a painful stump, 
which will eventually absorb, but it gives 
the patient a great deal of pain and dis- 
comfort before this is accomplished. I 
have frequently taken off these skin tabs 
and sewed the edges of the wound to- 
gether, but frankly I do not think that 
the patients made any better recovery or 
that the healing was any more rapid after 
this than in those in whom I have done 
no suturing. I have never confined a 
patient to bed for this type or for throm- 
botic hemorrhoids, and I have’ been 
operating upon them in my office for the 
past twenty years. 

Internal Hemorrhoids.—For _ practical 
purposes these are divided into capillary 
and varicose hemorrhoids. The capillary 
hemorrhoids bleed persistently, causing 
soreness and tenesmus just within the 
anus, but never protrude. The varicose 
hemorrhoids only bleed periodically, if at 
all, give little or no pain, but protrude 
constantly or at stool, and discharge more 
or less mucus, which annoys the patient 
exceedingly. 

The yearly crop of new methods for 
treatment of internal hemorrhoids shows 
very clearly that no absolutely satisfac- 
tory one has yet been discovered. Pile 
salves, lotions, compresses, and injection 
methods usually relieve for the time be- 
ing, but none of them produce a radical 
cure—operative methods alone accom- 
plish this. Until recently, however, these 
methods required general anesthesia, and 
in the majority of instances patients con- 
sidered this a greater risk than the disease 
itself. As a consequence, physicians got 
into the habit of employing these pallia- 
tive methods which kept the patient in a 
comparatively comfortable condition with 
absolutely no danger to life, especially in 
those whom general anesthesia held in 
abject terror. Thus I have one patient in 
whom I have carried out such local treat- 
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ments for the past twenty years for an 
exaggerated case of hemorrhoids; they 
still prolapse occasionally, rarely bleed, 
and the patient expresses himself as quite 
satisfied. Were he as young to-day as he 
was twenty years ago I should advise him 
to have these hemorrhoids removed under 
local anesthesia, and I have no doubt he 
would consent, as it has been the ether all 
along that deterred him from the radical 
cure. This case simply illustrates what 
may be done in cases in which physical 
conditions or business interests render 
operative measures inapplicable. At the 
present time, however, we have methods 
by which a radical cure in most instances 
can be obtained without detention from 
business for more than two or three days. 
The chief objection heretofore to the use 
of local anesthesia for the treatment of 
internal hemorrhoids has been the diffi- 
culty of dilating the sphincter under. its 
influence without great pain—a sine qua 
non in all these cases. Recently, how- 
ever, we have discovered that the injec- 
tion of 20 to 30 minims of a half-per- 
cent solution of cocaine into the sphincter 
muscles at the point of entrance of the les- 
ser sphincterian nerves (Morestin), just 
on either side of the posterior commissure, 
will enable us to dilate this muscle with 
comparatively no pain, as much as 1s 
necessary for all practical purposes. I do 
not mean by this that the muscle can be 
divulsed, for I have discontinued this 
practice, believing that mutch of the dull 
aching pain that follows operations upon 
the rectum is due to the traumatism 
caused by this procedure; but the muscle 
can be stretched sufficiently to enable us 
to operate on any well developed case of 
hemorrhoids with comparatively no pain. 
With this difficulty removed it only re- 
mains to decide which cases should be 
operated upon at all, which in the office, 
and which in their homes or at the hos- 
pital. 

In a general way it may be stated that 
all capillary hemorrhoids may be operated 
with perfect safety in the physician’s 


office and without any detention from 
business. Simple cases of prolapsing 
hemorrhoids—that is, cases in which 


there are only one or two tumors—may 
also be operated in the office, but these 
patients should be sent home and kept 
quiet for twenty-four to forty-eight hours 
after the operation. In aggravated cases 
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in which the whole hemorrhoidal area is 
involved, and in which the blood-vessels 
are atheromatous and the tissue brittle, 
the operation should be done at home or 
in the hospital, in order to take no risk 
with regard to secondary hemorrhage. 

The technique employed in such office 
treatment is as follows: 

Capillary Hemorrhotds.—These little 
capillary varicosities are always within 
the external sphincter, and may be as high 
as 1% to 2 inches in the rectum. They 
cannot be felt by the finger, nor can they 
be protruded by the patient. They are 
only observable through the speculum; 
they bleed persistently, especially after 
hard stools, and when low down cause 
considerable irritation and discomfort. 
The bleeding may be controlled by the 
local remedies suggested above, but their 
radical cure is obtained as follows: The 
patient’s bowels are cleansed; the sphinc- 
ter is injected with cocaine as described 
above, and gently stretched until a good- 
sized fenestrated or circular speculum 
can be introduced with ease. The bleed- 
ing hemorrhoids should be located, and 
the fenestrated speculum is then intro- 
duced with its aperture over the area of 
one of the bleeding tumors, which will 
fall down into the speculum. A few drops 
of %-per-cent solution of cocaine or eu- 
caine is then introduced into the tumor, 
and after this it is burnt away with the 
electrocautery heated to dull-red heat. 
One should be careful not to simply sear 
the surface of these tumors, but to burn 
them down through the submucosa so as 
to destroy the chief blood-supply. Ordi- 
narily there are not more than two or 
three such tumors in the rectum, and all 
these may be treated at one sitting. After 
the burning we insufflate with a liberal 
quantity of bicarbonate of soda to relieve 
the pain; some operators also introduce a 
suppository of opium or morphine, but I 
rarely find it necessary to do this. The 
after-treatment of the case consists in the 
introduction of the finger lubricated by a 
10-per-cent ointment of ichthyol in vase- 
lin to keep the sphincter dilated and pro- 
tect the granulating parts. The bowels 
should be moved upon the third day after 
operation. 

Varicose Hemorrhoids.—This type of 
hemorrhoids, familiar to all, varies so in 
degree that no one treatment is satisfac- 
tory for all cases. Where tumors are 
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isolated and prolapsed they may be easily 
removed under local anesthesia and with 
perfect safety in one’s office. Where they 
are not prolapsed, however, and when 
they extend high up into the rectum, they 
are usually associated with a narrow anus 
and a hypertrophied sphincter, and under 
these circumstances it is very difficult to 
reach the top of the varicosity and thus 
thoroughly remove it; such cases are bet- 
ter operated under general anesthesia. In 
other cases in which there is general vari- 
cosity of the hemorrhoidal area, a mod- 
ification of the Whitehead operation gives 
better results than either the clamp and 
cautery or the ligature. This operation 
is easily done under cocaine, but it is inad- 
visable to do it in the office because of the 
danger of tearing the stitches loose by 
the movement necessary for the patient 
to reach his home. Thus the office treat- 
ment of ordinary internal varicose hem- 
orrhoids resolves itself into one of four 
methods, viz., the palliative method, the 
injection method, electro-puncture, and 
ligation. The palliative method has been 
already described. 

Injection.—The old method of inject- 
~ing large quantities of strong carbolic 
acid into the hemorrhoids and causing 
them to slough off is no longer advocated 
even by the best “advertising specialists.” 
The regular proctologists who use the 
injection method at all have generally 
adopted the plan introduced and. advo- 
cated by the writer in 1888, viz., the in- 
jection of moderately strong solutions 
into the tumors, and thus setting up an 
induration obliterating the veins, which 
induration is eventually absorbed, and 
thus the hemorrhoids are cured. There 
is some difference of opinion with regard 
to how strong the solution should be 
used, but all the successful operators em- 
ploy some type of carbolic acid in 
strengths from 12% to 50 per cent. Per- 
sonally I use the method very rarely since 
I have been able to stretch the sphincter 
under local anesthesia, for I believe that 
the radical operation by ligature or cau- 
tery is much more lasting in its effect, and 
is just as readily accepted by patients if 
it is not magnified into a capital opera- 
tion. I have never had an accident by 
the injection method, but I have always 
been afraid of embolism and sloughing 
in very large hemorrhoids in old people, 
and I have ceased to court danger un- 





THE THERAPEUTIC GAZETTE. 


necessarily even with the prospect of 
brilliant surgical results. 

Operative Treatment.—In office prac- 
tice the operative treatment of hemor- 
rhoids resolves itself into excision with 
suturing of the edges or ligature with or 
without transfixion. The clamp and cau- 
tery is not satisfactory with local anes- 
thesia on account of the radiation of the 
heat beyond the anesthetized area. The 
ligature is the easiest, and quickest of 
application, and in most cases it is emi- 
nently satisfactory. After thoroughly 
sterilizing the parts 20 to 30 minims of 
a half-per-cent solution of cocaine is in- 
jected into the region of the lesser 
sphincterian nerve as described above; 
eucaine and the other local anesthetics 
are not so reliable as cocaine. After 
about three minutes a Sims duck-bill 
speculum, or better still a duck-bill rec- 
tal speculum, is introduced into the anus, 
and with this held firmly at the anterior 
commissure the sphincter is massaged 
with the finger until it becomes loose and 
flaccid ; this part of the operation requires 
fully five minutes. Patience and gentle- 
ness are the requisites to avoid trauma- 
tism and tearing of the mucous mem- 
brane. Having accomplished the dilata- 
tion of the sphincter the hemorrhoids are 
caught one by one, and the mucocutane- 
ous parts are injected with an 1/10-per- 
cent solution of cocaine and dissected up 
until a narrow pedicle is formed well 
within the rectum. If the blood-vessels 
are large this pedicle is transfixed by a 
needle armed with a double ligature and 
then tied on either side; if, however, the 
tumor and its blood-vessels are small, a 
single ligature is thrown around the mass 
and tied without any transfixion. The 
tumor is then cut off below the ligature, 
and the ligatures are cut short and left 
to come away without further attention. 
A few drops of adrenalin solution is in- 
troduced into the cocaine that is injected 
into the hemorrhoids to control subse- 
quent oozing of blood. Having removed 
all the hemorrhoids a little gauze soaked 
in adrenalin solution is applied to the raw 
surface from which the tumor has been 
dissected, and after a few minutes’ rest 
the patient is allowed to go home. This 
operation may be modified by suturing 
the edges of the mucous membrane from 
which the hemorrhoid has been taken. 


This is easily done by the aid of an Earle 























forceps, and the method is highly recom- 
mended by Dr. McBurney. I did this 
operation first in 1894 under local anes- 
thesia on an isolated prolapsed hemor- 
rhoid with eminent success, but the in- 
ability to dilate the sphincter under local 
anesthesia so limited the method that it 
has never come into general use. Frankly, 
however, I must admit that I have seen 
no better results from this than from the 
ligature, and as the suturing consumes 
more time I very rarely employ it. 

One other method of office treatment 
of hemorrhoids needs to be mentioned, 
and that is the electropuncture recom- 
mended by Ball and recently advocated 
by Kelsey. There is no question that this 
method will remove the hemorrhoid in 
time, but the treatment is prolonged and 
tedious, and the results are no_ better 
than those obtained by the ligature or 
suturing. : 

Many details in the office treatment of 
hemorrhoids have been necessarily omit- 
ted for lack of time, but the object of this 
paper will have been attained if it is 
made clear that it is no longer necessary 
for patients to suffer from hemorrhoids 
on account of the fear of ether, chloro- 
form, or the hospital. The most of 
them can be radically cured in the doc- 
tor’s office or at home, with compara- 
tively no pain, very little detention from 
business, and without taking ether; but 
success in this method requires proper 
ofice equipment, careful attention to 
aseptic details, and skill in the art of local 
anesthesia. 


THE TREATMENT OF HEMORRHOIDS. 


Tuomas CHARLES Martin, M.D., 
Ex-president American Proctologic Society; President 
Ohio State Medical Association; and Professor of 
Proctology, Cleveland College of Physicians and 
Surgeons. 

For practical considerations hemor- 
rhoids should be classified as of several 
varieties. Each variety, in the opinion of 
the skilled, requires for its cure a special 
technique. A given variety is susceptible 
to conditions which may modify the 
choice of treatment. 

Hemorrhoids, regionally 
are either internal or external. 
nal hemorrhoid at its base 


considered, 
An inter- 
is attached 


within the sphincter zone and is covered 
An external hemor- 


with the mucosa. 
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rhoid is situated external to the sphincter 
and is covered with external skin. An 
internal hemorrhoid may become perma- 
nently prolapsed and its mucous covering 
undergo a partial conversion to skin-like 
integument, and consequently by the non- 
discriminating be regarded as external. 
Their situation determines the choice of 
treatment. 

Hemorrhoids, histologically considered, 
are various. There are the varicose, the 
angiomatous, and the connective tissue 
types. Their structure determines the 
choice of treatment. 

A hemorrhoid of any given variety may 
temporarily vary in condition. It may 
become inflamed directly from infection, 
or indirectly as a result of obstruction to 
its circulation. The connective tissue 
growth gradually may constrict the ves- 
sels and reduce the blood-supply to a de- 
gree insufficient to nourish the tumor; 
the growth undergoes necrosis super- 
ficially or generally and thus affords an 
avenue for infection, which may likewise 
be caused by abrasive trauma, or the tu- 
mor may become infected in.a less obvious 
manner. The internal hemorrhoid pro- 
lapsed may be constricted by the sphinc- 
ters and become inflamed. Any variety 
of hemorrhoid may suffer a rupture of a 
contained vessel and the hemorrhage re- 
sulting produce inflammation and also 
thrombi. 

An internal hemorrhoid may be 
necrosed, eroded, or ulcerated, and conse- 
quently may bleed. An internal hemor- 
rhoid may not be eroded or ulcerated and 
yet may be the source of hemorrhage, for 
it may rupture during attempts at defeca- 
tion, and immediately on subsidence of the 
engorgement of the anal pilaster (hemor- 
rhoidal plexus) incident to straining 
the blood-vessel may close. 

All of these features are factors affect- 
ing the choice of procedure. 

In case of thrombus the blood-clot must 
be removed. If it be not removed the 
infiltrated lymph may become organized 
and establish the connective tissue type of 
hemorrhoid where none previously ex- 
isted, or it may contribute to the further 
growth of the pile, if this be the subject 
of the thrombus. The thrombotic hemor- 
rhoid develops suddenly and rapidly; is 
initiated by a pricked-like, slight pain in 
the part affected. For the few hours suc- 
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ceeding this there is a sense of discom- 
fort; then, as the part becomes infiltrated 
with blood and serum, coincident with 
the swelling there is throbbing pain, ten- 
sion, and tenderness; these symptoms 
continue until surgical intervention or 
abscess or resolution ensue. All these 
symptoms vary much in degree, depend- 
ing on the location of the vessel ruptured, 
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The treatment consists in locating the 
clot or clots and injecting a one-tenth of 
one-per-cent solution of eucaine into the 
tissues surrounding, exposing and turning 
out each blood clot. 

A superficial clot shows blue-black 
through the thin integument; a deeper 
clot may be palpated beneath the finger; 
a yet deeper one may be discovered by 

















Fic. 1.—The first position of the patient. 


the extent of the hemorrhage into the tis- 
sues, and also upon the situation of the 
vessel, whether or not within an internal 
hemorrhoid, and whether or not this pro- 
lapses and becomes constricted by the 
sphincter. The area involved may be as 
small as a buckshot or it may measure 
several inches. 


bidigital palpation. The painlessness of 
the operation depends upon the skill of 
the operator. Injections should be made 
by means of a long-tapered, sharp hypo- 
dermic needle that it may be smoothly 
introduced into the integument. If the 
needle be blunt it is resisted by the cutts 
vera, then jumps in, and immediately the 






































patient will jerk away, thus necessitating 
a reintroduction. A non-inflamed part 
should be first injected, and progressively, 
from this point, all the tissues overlying 
and surrounding the clot should be anes- 
thetized without withdrawing the needle. 
The incision should be started at a point 
above the clot and toward its cardiac side 
and extended well below. This is to be 
done at a time when the patient bears 
down, and while he continues to strain a 
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tient be confined to his bed an upturned 
chair should be used upon it, and the pa- 
tient placed against it and reposed in the 
extreme oblique lateral posture illustrated. 
Now apply gauze saturated with 1:1000 
adrenalin solution, or use a 4% solution 
of cocaine. Wait twenty minutes, for a 
part obstructed in circulation does not 
rapidly absorb. The effects of gravity, 
the ischemic effect of the astringent, and 
the relaxation of the muscles of the pelvic 

















FIG. 2.—The second position of the patient, illumination apparatus, etc. 


tiny curette should be used to turn out 
the thrombus. Thus it may be evacuated 
easiest and without danger of breaking 
the clot into fragments and converting 
them into emboli. 

In case the part operated be a prolapsed 
internal hemorrhoid, the successful and 
easy reduction of the mass is dependent 
upon the proper posture of the patient. 
The best means and method are shown 
in Figs. 1, 2, 8, and 4. In case the pa- 





floor—due to the flexure of the thighs— 
will have effected reduction of the mass 
to be returned. In case it be irregular or 
lobulated, what? It is usually true that 
the smallest was the last down, and the 
last down should be the first returned. 
Lateral masses prolapse first, anterior 
ones next, and posterior ones last, usually. 
Often, in the case of an enormous rosette- 
like mass presenting, not more than half 
belongs internally; in such a case a lateral 
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half of the object will be marked by a 
sulcus running fore and aft and parallel 
with the median raphe; internal to this 
sulcus is mucosa, external is skin. Carry 
the entire mass into the rectum and it will 
come down again, and until it does so the 
patient’s sufferings will be much as before 
the reduction, because the entire mass 
does not belong within the rectum. All 
that portion external to the aforesaid sul- 
cus and beneath the skin is edematous 
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then cold opium and lead solution satur- 
ated gauze; when the tension of the skin 
is relaxing follow with belladonna and 
tannic acid ointment, grs. 10 of each to 
petrolatum 3j; while the exudate is or- 
ganizing use chrysarobin ointment (spar- 
ingly), extract belladonna grs. x, chrysar- 
obin grs. xv, petrolatum 3j. Chrysarobin 
will excite dermatitis of normal skin, but 
it is the most effective means of stimulat- 
ing absorption of fibrous tissue. In aggra- 

















Fic. 3.—Putting the patient in the third position. 


external tissue. It may be wise to incise 
and deplete this mass. When the mucous 
covered part is reduced a cold and weak 
bichloride compress should be laid across 
the remaining external portion, the patient 
stretched prone in extension, and the pad 
and the buttocks strapped down by adhe- 
sive plaster and reénforced by a T-band- 
age. 

Inflamed hemorrhoids should be treated 
to warm bathing followed by cold, and 


vated cases insist on elevation of the hips; 
the patient should not be permitted to lie 
on his back. Of these several sugges- 
tions the elevation of the hips is the most 
valuable, as it will arrest infiltration, 
hasten resolution, and relieve pain more 
effectively than any other agent. 

The simple connective tissue type of 
hemorrhoid when not of great size, when 
not ulcerated, and when of recent origin 
does not require surgical removal. The 
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patient should be denied starches; and a 
regimen of meats, green vegetables, 
fruits, and quantities of water should be 
enjoined; cholagogues may be used judi- 
ciously, and astringents should be applied 
over the part. The same treatment is em- 
ployed in the case of the varicose hemor- 
rhoids, and in the case of ulcerated and 
bleeding hemorrhoids also, but not per- 
sistently unless improvement is manifest 
—recurrence calls for operation. 

The subject of hemorrhoids should be 


except in the archives of proctology. It 
came into vogue, however, at a time 
when the rectum was a darkest continent 
and inaccessible, for there was no procto- 
scope; when surgeons had not learned 
how to control hemorrhage; when anes- 
thetics were unheard of; and at a time 
when the only way to get at a pile, if not 
already prolapsed, was to put the patient 
over a pail of hot water and steam for it; 
and when the only method was the liga- 
ture and subsequent slough. It survived 

















Fic. 4.—The Martin posture. 


advised to avoid strenuous exercise, bicy- 
cling, riding, automobiling, and railway 
journeys, inasmuch as the flexed posture 
opens the anus below the internal sphinc- 
ter, thus relieving the anal pilaster of sup- 
port. Muscular effort, gravity, and jar 
increase the hemorrhoidal blood-pressure. 

The choice of operation for the removal 
of the hemorrhoid is dependent on the 
several points mentioned as well as shown. 
The procedure known as the ligation oper- 
ation is an antiquity undeserving a place 


as a method of operation for many years 
after the addition of the speculum to our 
armamentarium because the _ substitute 
technique was difficult and scarcely more 
satisfactory. The ligature operation en- 
tails pain of an intense character till the 
slough be completed; the infiltration of 
lymph into adjacent parts may be consid- 
erable and build up other hemorrhoids or 
excite a variety of complications; it is fol- 
lowed by a granulation base which may 
be long in healing and is a condition more 
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serious than was the hemorrhoid; this 
ulceration may cicatrize and contract and 
establish stricture of the anus. Contem- 
poraneous with the surgery practiced for 
many years after its introduction the 
operation was perhaps justifiable. The 
only explanation for its employment now 
is ignorance on the part of the operator. 
I mention the ligature merely to con- 
demn it utterly. 





FIG. 5. 


The clamp and cautery operation for 
internal hemorrhoids for a half century 
has claimed the consideration of sur- 
geons; in its generally practiced form it 
was devised shortly after Sims invented 
his bivalve rectal speculum. 

The clamp serves to secure the growth 
and the cauterization to coagulate the 
lymph, plug the blood-vessels, and prevent 
hemorrhage. The popular Henry Smith 
tongue-and-groove clamp defeats the pur- 
pose for which it was designed. The 
tongue entering the groove holds the 
blades in alignment? Yes. When the 
clamp grasps the tissue? No; for then 
the tissue fills the groove and the tongue 
of the fellow blade forces the blades 
awry. The clamp is so broad that 
it is necessary to drag the growth outside 
the anus for operation, and the resulting 
wound remains fixed external to its ana- 
tomic situation, luxates the mucosa, and is 
followed by a weeping anus; or, if the 
wound be returned, its lips are detached 
on the journey and hemorrhage may 
result. If more than one hemorrhoid be 
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removed, operation on the second disturbs. 
the first, and like consequence ensues. 
Gant’s clamp, by reason of its size, is also 
susceptible to these objections. Earl’s 
clamp is more appropriate in size, and his 
suturing of the wound is an intelligent 
surgical procedure. The objectionable fea- 
tures of his operation are the prolapsing 
of the hemorrhoid for the reasons already 
given and the placing of the axis of the 
wound transversely. 

Whitehead’s operation consists in the 
removal of a cylindrical section of the 
anal mucosa, submucosa, and hemor- 
rhoidal plexuses, and appeals to the sur- 
geon because it is radical. 

I have seen many instances of removal 
of the anal skin at a point below the 
sphincter, and have had these patients ap- 
ply for relief from a condition of weeping 
anus, necessitating the constant wearing 
of a napkin to absorb the mucus secreted 
by the mucosa stitched in a position below 
its normal situation. An elemental prin- 
ciple of surgery requires the coaptation of 





FIG. 6. 


like tissues, otherwise wounds do not 
properly heal. It is the exceptional case 
in which this results with the above oper- 
ation. Such wounds of the anus seldom 
heal by first intention. The mucosa 
creeps up and leaves a denuded surface in 
the sphincter zone, which granulates and 
heals slowly, if at all; the cicatrix con- 
tracts the anus, or an organized exudate 
fixes the sphincter at a point between its 
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limits of contraction and expansion, solid 
feces are obstructed, liquid feces and 
flatus involuntarily escape, and the anus 
leaks mucus perpetually. 

It is incumbent to say that exceptionally 
skilled men have found good reason to 
prefer Whitehead’s operation to those pre- 
viously mentioned. 

Pennington’s operation consists in cut- 
ting off the hemorrhoid, that’s all—no 
cauterization and no. suturing of the 
wound. Then to control hemorrhage he 
packs the anus with one of his cunningly 
devised condoms. I can only express my 
conjectures. The wound’s edges are 
widely separated, and by reason of the 
pressure of the plug they may become 
fixed and a granulated surface ensue 
requiring much time for healing. Let a 
sound of the largest size possible be intro- 
duced into a strictured urethra and with- 
drawn immediately; this determines the 
diameter of the stricture. But let it 
remain in the stricture a few hours and 
a larger size or two may be passed. Mus- 





cular tissue will relax more rapidly under 
continuous pressure than will fibrous tis- 
sue. In my opinion Pennington’s plug 
may arrest primary but cannot be de- 
pended upon to prevent secondary hem- 
orrhage, and moreover it assures an unde- 
sirable wound. 

These criticisms suggest that the oper- 
ation for internal hemorrhoids should be 
performed in such a manner that the 
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tumor may be removed when (1) in its 
normal anatomic situation; (2) that the 
wound of one should not be disturbed 
in removing another; (3) that the axis of 
the wound should be parallel to the axis 
of the anus; (4) that an incision should 
not involve the entire circumference; (5) 
that the lips of the wound be coapted; (6) 
that hemorrhage be arrested; and (7) 
that provision be made for the ready 





control of secondary hemorrhage should 
it occur. 

The patient being under general anes- 
thesia, in the dorsal posture, thighs 
flexed and hips lower than the shoulders, 
the bivalve speculum (shown in Fig. 5) 
should be introduced and all the hemor- 
rhoids exposed. This speculum requires 
a rotation of but one-eighth of the cir- 
cumference (Fig. 12) to bring all the 
anal surface into view. It lies close to 
the nates and obstructs neither view of 
nor access to the field. The anus may be 
approached from either proximal or dis- 
tal side. The clamp shown in Fig. 11 is 
narrow ; its construction is such that the 
blades are kept in alignment; the handles 
lie well out of the field when being used; 
and besides it is possessed of other minor 
features which facilitate the operation. 
As many clamps should be provided for 
each operation as there are hemorrhoids 
to be removed. The J-shaped forceps 
(Figs. 9 and 10) compresses the hemor- 
rhoid parallel to the blade of the clamp; 
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this forceps does not lift the mucosa from 
the diseased vascular structures, but dip- 
ping beneath it assures its removal, and 
prevents the fallacy of the recurrence (?) 
of the growth. If the growth be of suffi- 
cient size to warrant it two forceps should 
be fastened thereon and the clamp at- 
tached to the artificially made pedicle. 
Each hemorrhoid is clamped, and when 
all are secured they are cut away, care 
being exercised to leave projecting above 
the clamp sufficient of the pedicle for 
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be told in conclusion. Each tumor is 
handled in like manner. When all are 
sutured the speculum is partially closed 
and carefully withdrawn. Now, with 
great care, each clamp is unlocked, its 
blades set a little ajar and removed in the 
direction of its axis. 

Under general anesthesia external hem- 
orrhoids are removed by means of the 
rational technique employed for the. ex- 
cision of any externally situated superfi- 
cial growth. 

















FIG. 9. 














FIG. 10. 














FIG. 11. 


suture. When all are cut away the cau- 
tery should be applied intermittently only, 
for this is the proper way to coagulate 
the lymph to plug the blood-vessels with- 
out accidentally destroying normal tissue. 
The pedicle is then sutured with catgut 
by means of the lock or button-hole stitch. 
The wound is closed from above down- 
ward. From its upper angle a six-inch 


strand of catgut is attached—why, will 


The subject of internal hemorrhoids 
often prefers to bear those ills he has than 
fly to that relatively desperate refuge 
afforded by general anesthesia and be 
relieved. 

These growths may be removed pain- 
lessly without resort to general anesthesia 
by means of the technique presently to be 
described, provided it be performed by 
the trained hands of an operator who 














thoroughly understands the principles of 
infiltration anesthesia, and who, further- 
more, has been sufficiently persevering 
to master the difficulties encountered in 
the application of these principles to this 
operation. 

The clamp (Fig. 13) consists of a hol- 
low cone three and one-quarter inches in 
length and three-quarters of an inch in 
diameter at its distal extremity, and one 
and three-quarter inches in diameter at 
its proximal end. One quadrant of the 
cone is fenestrated (Fig. 15). This is 








FIG. 12. 


occupied by a movable blade with a ser- 
rated edge, which makes contact with the 
cone’s serrated edge. The movable blade 
is sheathed in the cone when the jaws of 
the clamp are separated. Hence, after 
the instrument is introduced it may be 
made to receive the pile without irregu- 
larly expanding the anus. The great 
essential to painless manipulation of the 
sphincter is the even distribution of pres- 
sure throughout its circumference. Users 
of irregularly dilating speculums have 
been confused and baffled by the pain they 
provoke. 

Preparation of the patient consists in 
daily gradual dilatation of the anus by 
means of Kelly’s conic dilator until the 
anus can be made to open painlessly to 
the degree necessary for the introduction 
of the clamp. Those patients who long 
have been subjects of hemorrhoids have 
a dilated or relaxed sphincter, and there- 
fore do not require this preparatory treat- 
ment. 

The patient should be placed and made 
comfortable in Sims’s posture. The table’s 
upright knee-piece should be adjusted to 


"Journal of the American Medical Association, 1902, 
Xxxvill, 1076: A New Method for the Removal of Internal 
Anesthesia.—Martin. 
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support the patient’s legs, and the light 
focused on the field of operation. 

The anoscope should now be employed 
that the precise situation of each hemor- 
rhoid may be determined. These should 
be noted as occupying certain given zones 
and quadrants of the anus. 

The summit of each tumor should be 
infiltrated with a one-tenth-of-one-per- 
cent solution of eucaine. A very fine 
needle should be employed. The needle 
should have a long, tapering point, that 
the thin wall of a varicose hemorrhoid 
may be infiltrated. Whereas, on the 
other hand, a needle of larger diameter 
wil enter the tissues less easily and will 
provoke great pain, and perhaps may be 
so much thicker than the capsule of the 

















FIG. 13. 


tumor it is designed to anesthetize, that 
instead of effecting an infiltration of that 
structure the anesthetic may be driven at 
once into a blood space and directly into 
the circulation. The now artificially edem- 
atous and anesthetized portions of the 
several tumors should be grasped with 
curved hemostats and the anoscope with- 
drawn. It will then be noticed that the 
tumors are somewhat prolapsed under the 
weight of the pendent hemostats, and 
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that because of their handles the anoscope 
cannot be drawn off them. They should 
be detached, withdrawn from the ano- 
scope, and reattached, one by one. Thus 
in order each of the prolapsed tumors is 
to be released and again seized, and the 
anoscope removed from the field of opera- 
tion. 

The attached hemostats should be sur- 
rendered to an assistant, who should ra- 

















FIG. 14. 


diate them from the anus and well out of 
the way of the operator. 

The operator should take the well lu- 
bricated clamp, adjusted as shown in Fig. 
13, and introduce it into the anus with its 
blade pressing against the tumor which 
first is to be removed. When the instru- 
ment is buried to its shoulder the fenes- 
trum should be opened, as shown in Fig. 
15. The hemostat, which is attached to 
the tumor within the now exposed field, 
should be used as a lever to drag the hem- 
orrhoid into the clamp’s chamber. The 
pressure incident tq the introduction of 
the clamp often expresses the eucaine 
from the tumor, so that it is necessary to 
reanesthetize it before subjecting it to 
such manipulation as is necessary to carry 
it completely into the clamp. As the -pres- 
sure of the clamp from this time on ob- 
structs the local circulation, the infiltra- 
tion should be thorough. Not only must 
the tumor itself be anesthetized, but its 
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base also and the tissues underlying this. 
If the patient should feel pain at any time 
during these manipulations, it indicates 
that the infiltration is incomplete—com- 
plete it. The clamp should now be closed 
and locked, and the growth cut away by 
means of scissors. 

If the character of the growth is such 
that the operator has reason to fear sec- 
ondary hemorrhage, the wound should be 
lock-stitched with catgut. If it be of the 
connective-tissue or fibrous variety .the 
pedicle should be cauterized. The red- 
hot platinum should be applied for a sec- 
ond only and repeatedly; thus the clamp 
will not accumulate sufficient heat to dis- 
tress the patient, and the lymph will be 
coagulated and plug the vessels. 

Tentatively, the clamp should be made 
to release the wound. If there be any 




















bleeding it may be controlled at once by 
suture or cauterization. 

The clamp should be withdrawn gently 
and reintroduced for the removal of other 
hemorrhoids, if necessary. 

The clamp may be separated and ren- 
dered aseptic (Figs. 16 and 17). As the 
tumor operated is within a sterile metal 
chamber, the former may be antisepti- 
cized, and, therefore, the field of operation 
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may be rendered surgically correct. In- 
sufflation of iodoform or other antiseptic 
powder upon the wound fortifies it in a 
measure against subsequent infection. 

Because of its peculiar form this clamp 
effectually blocks the field of operation 
against the accidental invasion of feces or 
the remnant of an enema. There can 
occur no hemorrhage to inundate and 
obscure the field. The pile is dry-docked. 

This clamp demands that the wound 
shall be linear in form and parallel with 
the axis of the anus; it dilates the anus 
to a degree greater than its normal ex- 
cursion, hence there will be no subsequent 
contraction and stricture as a result of 
this operation. 

That this method of clamp operation is 
inapplicable to inflamed or thrombotic 
piles is obvious. 

Eucaine is much less toxic than co- 
caine. Eucaine may be sterilized by boil- 
ing without affecting its anesthetic prop- 

















Fic. 16. 


erty. An ounce or more of a one-tenth- 
of-one-per-cent solution may be used 
without danger, for on the removal of 
the tumor most of the eucaine is recov- 
ered. If the eucaine be prepared in nor- 
mal salt solution its injection is not so 
likely to be followed by smarting and 
burning. 

The external hemorrhoid may be re- 
moved under local anesthesia. 
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The operator whose work is uniformly 
painless is one who is ever attentive to 
the minutest detail, and, I may add, is 
one who also adroitly manages his pa- 
tient. If there be escape of blood during 
the operation under infiltration anes- 
thesia, there can be an escape of the in- 
jected anesthetic solution also, and con- 
sequently there will be pain. Often one 
sees a growth dissected away without pain 

















being provoked, but is shocked to behold 
the suffering inflicted by the insertion of 
the sutures. 

In the case of external hemorrhoids the 
sutures should be passed before the in- 
cision is made.’ 

It has been my custom for the past 
seven years to operate for external hem- 
orrhoids, cutaneous piles, condylomas, 
lipomas, and other non-malignant growths 
at or near the external anus as follows: 

The integument in the proposed line of 
incision should be rendered uniformly 
edematous by the injection, as also should 
the tissues beneath the base of the tumor. 
The oblique portion of the needle’s point 
should be laid on the part at the place 
first to be’ punctured, the integument 
should be drawn tense, and by a move- 

1Cleveland Medical Journal, 1902, i, 367: Removal 


of External Hemorrhoids under Local Anesthesia.— 
MarTIN. 
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ment of the fingers only the needle 
should be pushed steadily in till its mouth 
is buried in the integument. The piston 
now should be pushed, and a welt will be 
seen rising in advance of the needle’s 
point; the needle (held in a direction 
parallel to the plane of the integument) 
should be advanced also; thus, save for 
the scarcely noticeable prick at the intro- 
duction, the injection may be made pain- 
lessly. Now, before the incision is made 
the sutures should be passed. Given a 
tumor requiring an elliptic wound, a row 
of continuous sutures should be placed in 
the infiltrated area around the growth, 
then cut, and converted into interrupted 
sutures. The incision should be made 
and the tumor dissected away, and at once 
the two rows of sutures tied. In an oper- 
ation done by this method there is seldom 
a blood loss sufficient to stain the wound, 
there is practically no loss of the infil- 
trated solution, and consequently the op- 
eration is painless. 

An arbitrary application of the methods 
proposed to fhe conditions described 
would be unjustifiable.. There are other 
considerations aside from the character 
of the growths which affect the choice of 
treatment, such as the presence of fissure 
or a stricture or essential pruritus, as well 
as many other complications at present 
not under consideration. 

I would not attempt operation under 
local anesthesia on that patient of whose 
language I had no command. There are 
cases which may justify the Whitehead 
operation—the punishment fits the crime. 

The patient once operated the character 
of the result depends upon an intelligent 
after-treatment. In case of an inflamma- 
tory condition following the operation the 
suggestions in the forepart of this paper 
should be considered. The operations 
recommended are seldom followed by the 
pain and infiltration to which the profes- 
sion has become accustomed, and in a 
great measure these may be obviated by 
two routine features of the after-treat- 
ment. 

The subject of rectal diseases or of a 
proctologic operation should not be al- 
lowed to lie on his back. When such a 
patient lies on his back, the middle and 
superior hemorrhoidal vessels in their 
‘ upper portions are placed in a vertical 
position ; at the brim of the pelvis they are 
bent at an acute angle; the abdominal vis- 
cera are superimposed. Pressure, angula- 


tion, and gravity obstruct the blood return 
in these veins when the patient is in dor- 
sal decubitus, and as they are unprovided 
with valves the hemorrhoidal circulation 
is obstructed, consequently swelling, 
stitch-ripping, pain, and delay in repair 
are entailed. The patient then should be 
reclined in Sims’s posture with his hips 
elevated, and furthermore, an ice-water 
bag should be attached over his sacrum. 
These measures fortify, too, against sec- 
ondary hemorrhage. 

But suppose this does occur? 

It will be manifested by soiled dress- 
ing, or possibly by desire for defecation, 
which should be yielded to, or by consti- 
tutional signs. 

This emergency should be provided for 
in one of two ways: should the patient 
have been operated in the hospital, by one 
method ; at his home, by another. 

When placing the initial suture the 
attention of the assistant physician should 
be called to the fact that at the upper 
angle of the wound a strand some half- 
dozen inches long is left attached, and he 
should be told that in case secondary hem- 
orrhage develops he must make traction 
on the suture and at the same time require 
his patient to strain as at defecation; 
carefully, in cooperation the process 
should be repeated till the bleeding wound 
is everted, when it should be clamped with 
hemostats. A T-bandage should be made 
to support them for a day, at the end of 
which time they may be removed with 
confidence. 

If the patient be operated at his home 
and left in charge of a nurse the follow- 
ing instructions may be delivered profita- 
bly—e.g., the patient was operated for the 
removal of an internal hemorrhoid from 
the right anal quadrant. In the case of 
hemorrhage the nurse should draw the 
patient, by means of the sheet on which 
he lies in the left lateral and flexed pos- 
ture, to the bed’s edge. Next he should 
place a chair near the patient’s hips, that 
both he and his patient may rest comfort- 
ably; he should draw upon his right 
thumb the rubber shield with which he 
should have been provided, then place his 
outspreading fingers over the patient’s 
right buttock and insert his thumb into 
the anus; now, contraction of the thumb 
towgrd the fingers will effectually control 
the hemorrhage, and both nurse and 
patient may await at their ease the arrival 
of the operator. 
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EXOPHTHALMIC GOITRE TREATED BY 


THE ROENTGEN RAYS. 





By G. E. Pranuter, M.D., 
AND 
M. C. Turusn, M.D., 
Philadelphia, Pa. 





The case forming the basis of our re- 
port is as follows: 

Mrs. I. L., aged thirty-six, married. 
The family history is negative, and her 
previous history has no bearing upon the 
disease. She first noticed a swelling of 
the left side of the neck May 30, 1905, 
and by June 3 it had reached its maxi- 
mum size. It remained stationary. While 
growing it was accompanied by a dull 
pain. No cause could be ascertained. 
During several months previously she had 
been restless or nervous. This was no- 
ticed by her friends as well as herself. 
She had twitchings of the muscles of the 
lower extremities, and a peculiar sense of 
oppression in the chest as if drowning. 
About a month before the goitre appeared 
she had a spell of some kind, after which 
she was unable to see for an hour. She 
had distinct exophthalmos, which was 
noted by the family and by ourselves, 
independently. 

X-ray treatment was begun July 26, 
1905. At this time the left lobe of the 
thyroid gland was about 5 centimeters in 
length and 4 centimeters in width. It 
was firm, but seemed to be composed of 
ordinary glandular tissue. The pulse was 
120. The heart itself showed no organic 
lesion. In general the patient was restless 
and had a haggard, careworn appearance. 

She was treated three times a week, 
ten minutes at each exposure, with the 
vacuum of the tube backing up a parallel 
spark-gap two and a half inches, and one 
milliampere of current going through the 
tube. 

After one month there was distinct im- 
provement, both in the general condition 
and in the reduction in the size of the 
gland. This improvement continued un- 
til October 12, 1905, when she appeared 
to be well and treatment was discontin- 
ued. When seen and _ photographed 
November 25, 1905, four months after 
beginning treatment, she stated that she 
had. never felt better in her life, and that 





tRead before the Philadelphia County Medical Soci- 
ety, Feb. 14, 1906. 
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she was perfectly well. Her pulse at this 
time was 72. She had gained 25 pounds 
in weight, all nervous symptoms had dis- 
appeared, and the gland was apparently 
normal. 

She had in all twenty-two treatments. 
At no time was any redness of the skin 
produced. This was probably prevented 
by the use of the Roentgen-ray filter 
(Pfahler: Archives of Physiological 
Therapy, November, 1905). No bad re- 
sults of any kind were noted. 

During the course of treatment with 
the a-ray Dr. Thrush gave the patient 





Fic. 1.—Exophthalmic goitre before x-ray treatment, 
July 26, 1905. Shows the goitre and the haggard appear- 
ance, 


tonic treatment consisting of compound 
wine of iodine, increased from 10 to 30 
minims, before meals, and a pill con- 
sisting of extract of valerian, extract of 
sumbul, and powdered asafetida, of each 
one grain, after meals. After four weeks 
she was placed upon nitroglycerin grain 
1/100, and tincture of strophanthus min- 
ims 2, tincture of digitalis minim 1, tinc- 
ture of belladonna minim 4%. This was 
followed by a course of iron and arsenic. 
The patient went about her ordinary 
household duties, and came to Philadel- 
phia for treatment. 
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We recognize the fact that other fac- 
tors may have entered into the cure of this 
case; but on account of the improvement 
beginning four weeks after the beginning 
of «-ray treatment, which is the usual 
time to note improvement as a result of 
the +-ray exposure, because the improve- 
ment was progressive, and because other 
cases of both simple and exophthalmic 
goitre have been benefited by the +-ray, 
we believe the result was due chiefly to 
the effects of the a-ray. Six cases of 
simple goitre now under treatmént 
(Pfahler) are improving, and will be re- 
ported later. 





Fic. 2.—After 2-ray treatment. November 25, 1905, well. 


Williams noted marked improvement 
in a case of exophthalmic goitre (The 
Roentgen Rays in Medicine and Surgery, 
1902). 

Blacklock treated a case of goitre suc- 
cessfully with six exposures. The burn 
which was produced, however, lasted six 
weeks (Medical Sentinel, January, 1903). 

Spring reported improvement in three 
cases of goitre under this treatment 
(Northwestern Lancet, July 1, 1903). 

Campbell reported improvement in a 
case of simple goitre in a patient who was 
being treated for acne (Journal of the 
American Medical Association, 1902). 


Brook on the other hand reports a case 
which was being treated for carcinoma 
of the breast, and goitre. The carcinoma 
of the breast was symptomatically cured, 
while the goitre remained unaffected 
(British Medical Journal, 1902, ii, p. 
1303). 

Pusey (The Roentgen Rays in Thera- 
peutics and Diagnosis, 1903) reports a 
case of exophthalmic goitre which after 
moderate exposure showed no effects. A 
second case of simple goitre, after vigor- 
ous treatment extending over two and 
one-half months, and carried to the point 
of producing a marked pigmentation, 
showed no effect. A third case treated in 
conjunction with carcinoma of the breast 
showed marked improvement in the size 
of the goitre. 

Gorl (Miinchener med. Wochenschrift, 
vol. lii, No. 20) reports eight cases of 
goitre treated by this method with good 
results. 

Stegmann (Wiener klin. Wochen- 
schrift, June, 1905) reported thirteen 
cases with favorable results. Two of 
these presented the Basedow symptoms. 

We therefore have on record thirty- 
one cases of goitre treated by this method. 
Of these, twenty-eight showed improve- 
ment. Four of the thirty-one were of the 
exophthalmic type. So far as we know, 
no reports have been made to show 
whether these results are permanent. 

The results shown in these cases are 
analogous to those obtained in the treat- 
ment of other glandular affections. We 
are therefore justified in recognizing this 
at least as one of the methods of treatment 
of goitre, and if the results prove to be 
permanent it will probably be the best 
method. 





A NEW BUTTON FOR GASTROENTEROS- 
TOMY. 


The modified Murphy button described 
by BeuLe (Centralblatt fiir Chirurgie, 
No. 52) differs from the usual form in 
that the opening in the duodenal part is at 
right angles to the axis of the button, thus 
making an L-shaped canal. The duo- 
denal opening is directed toward the 
lower part of the bowel, so that fluids, 
bile, etc., passing from above it have no 
tendency to enter the opening and thus 
do not pass into the stomach. It is ap- 
plied in the usual manner. 
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THE TOXICITY OF URIC ACID. 





Favorite theories are sometimes enun- 
ciated as facts by those who firmly be- 
lieve in them, and are often accepted as 
realities if they are presented to the pro- 
fession with sufficient cleverness to at- 
tract attention and to appear plausible. 
At one time, when our ideas of malarial 
infection were indefinite and hazy, a fa- 
vorite retreat for the puzzled diagnosti- 
cian was the diagnosis of “malarial infec- 
tion.” But the discovery of the malarial 
organism and an understanding of the 
changes which it produces in the blood 
have gradually driven careless practition- 
ers from this haphazard diagnosis, and 
has only justified them in reaching. such 
an opinion in regard to the cause of the 
illness when the history of the patient as 
to malarial exposure and the micro- 
scopical examination of the blood adduce 
evidence that this is the real cause of the 
malady. Then came the great influenza 
epidemic of 1889, the remains of which 
still persist, partly in fact and largely in 
imagination, and these irregular out- 
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breaks of influenza have often provided a 
supposititious diagnosis when a positive 
one could not be obtained. 

At the present time another fallacy has 
largely substituted the two that we have 
named, namely, the so-called uric acid 
theory, which has found its chief expon- 
ent in latter years in Dr. Haig. No pro- 
moter of a commercial enterprise has ever 
been more skilful in enunciating, and 
pushing to a conclusion, theories as to the 
existence of a precious “find” in a mine 
than has Dr. Haig in urging us to be- 
lieve that he had been successful in dis- 
covering the cause of a host of maladies 
about which our information is, or. has 
been, anything but definite. Many pro- 
moters of commercial enterprises which 
do not rest upon actual facts are undoubt- 
edly honestly enthusiastic in their efforts, 
and no one who is acquainted with Dr. 
Haig’s work can doubt for one moment 
the honesty of his purpose, nor fail to ad- 
mire the persistency and enthusiasm 
which he has maintained for years in the 
support of his ideas. 

Some months ago in an editorial arti- 
cle in these columns we called attention to 
a symposium upon “Gout” which was 
published in the London Practitioner, to 
which Dr. Clifford Allbutt, of Cambridge, 
contributed a most interesting and clever 
introductory article, in which he pointed 
out the fallacies of the so-called uric acid 
theory, admitted that there was some- 
thing in it, but expressed a serious doubt 
as to the universal application to which 
it had been put. 

Our attention is once more called to 
this subject by the fact that the uric acid 
theory has gradually passed from the 
minds of physicians to the minds of the 
laity, a large number of whom contin- 
ually explain the symptoms from which 
they suffer by the asserted presence of 
uric acid in excess in their system, and 
also by a brief note sent to the Lancet of 
December 23, 1905, by Dr. Arthur P. 
Luff, who takes occasion once more to 
combat the ideas which Dr. Haig has so 
often reiterated. As Dr. Luff points out, 
and as is well known to many practition- 
ers, uric acid in itself is not a poisonous 
substance. Many investigators have in- 
jected considerable doses of the acid, and 
its salts, into the circulation with no 
definite toxic effects, and Dr. Walker has 
shown that the purin bodies, of which 
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uric acid is one, do not alter blood-pres- 
sure, as is so often thought to be the case. 
Dr. Luff points out in support of his be- 
lief that uric acid possesses no toxic prop- 
erties, the fact that animals can ingest 
large quantities of uric acid with their 
food, and that large quantities of urates 
in solution can be freely injected into their 
veins without eliciting any signs of 
poisoning. Filehne, in his experiments 
upon frogs’ muscles, found that muscular 
rigidity or tetanus was produced by hy- 
poxanthin, but that uric acid was inert. 
And again, Walker Hall himself after 
taking large doses of uric acid only suf- 
fered from malaise and headache for sev- 
eral hours; symptoms which he probably 
would have suffered from had he taken 
equally large quantities, proportionately, 
of common salt. In other words, Luff 
insists that the deposition of sodium 
biurate about a joint is a sign of gout and 
not the essence of it. It is a symptom and 
not the causative factor. As Walker Hall 
says, “Uric acid is a necessary result of 
normal nuclein metabolism.” It does not 
cause the lesions which accompany uric- 
acidemia, the disease simply hinders or 
prevents its solubility and excretion; in 
other words, the end product, uric acid, is 
not poisonous. It is the midway products 
that lie between nitrogenous foodstuffs or 
the nitrogenous tissues of the body and 
uric acid which produce poisonous symp- 
toms. 

It is interesting to note in this connec- 
tion that Dr. Francis Hare, formerly of 
Australia, but now of London, contrib- 
utes to the same issue of the Lancet a note 
in which he takes a view quite at variance 
with those of Haig, and urges another 
theory in regard to these conditions of 
toxemia. He believes that he has shown 
that the same group of affections, which 
are usually accredited to uric acid as a 
cause, may be rapidly and successfully 
treated by a plan of diet which of neces- 
sity increases the proteid and purin in- 
take, but which materially diminishes the 
total carbonaceous intake. He believes 
that migraine, asthma, gout, high blood- 


pressure, etc., depend not upon an excess’ 


of “ashes,” or uric acid in the blood, but 
upon an excess of fuel, and that the car- 
bonaceous fuel, or in other words, the 
starchy foods, are often responsible, 
rather than animal foods, for the symp- 
toms produced. 


The truth of the matter would seem to 
be that human beings are not intended to 
live solely upon a carbohydrate nor a pro- 
teid diet, nor solely upon the ingestion of 
foods or liquids which interfere with nor- 
mal metabolism. It is quite possible that 
by an excessive use of proteids and alco- 
holic beverages a condition of toxemia 
may be produced, usually called uricacid- 
emia, but not really due to uric acid. It 
is also conceivable that an excessive use 
of carbohydrates or starches may also so 
pervert metabolism that another form of 
toxemia is produced. The important 
point is that we must carefully study dis- 
orders of metabolism, that we must not 
place the burden upon uric acid, and that 
as we do not place the burden on uric 
acid, we must not surfeit our patients 
with remedies which aid, or which are 
supposed to aid, in the elimination of this 
substance when it is an innocent spectator 
of the action of other substances. 





THE ACTION AND USES OF DIGITALIS 
IN CARDIAC FAILURE. 





We have read with much interest a 
clinical lecture reported in the British 
Medical Journal of January 6, 1906, by 
Dr. J. Mitchell Bruce, the Lecturer on 
Therapeutics at the Charing Cross Hos- 
pital, London, concerning certain cases 
of cardiac disease which occurred at the 
Brompton Hospital for Diseases of the 
Chest in the same city. The chart which 
accompanies this lecture illustrates in an 
excellent manner the powerful diuretic 
effect of foxglove, and shows that by its 
administration we can rapidly and mark- 
edly increase urinary excretion. Although 
there is no clinician in England for whose 
views we have greater respect, we con- 
fess that certain poifits which are empha- 
sized by Dr. Bruce are, it seems to us, too 
radical, and we would prefer to take a 
more conservative attitude in regard to 
the administration of massive doses which 
he recommends of this drug. The 
general tendency of the lecturer is to em- 
phasize the view that the drug should be 
pushed rather than diminished after it has 
been administered for a certain period of 
time, and it is especially stated that “an 
irregular and small pulse after digitalis 
has been given for some days in full dose, 
amounting to as much as 15 minims of 
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the tincture every four hours, is not a 
contraindication to the administration of 
more of the drug, but is often, if not al- 
ways, an indication that this should be 
done, and indeed that more should be 
given.” It would seem that jn dis- 
cussing the irregular and small pulse 
we meet with under these circumstances 
we should also recognize the fact that 
this condition may arise from two causes. 
On the one hand it may be due to cardiac 
failure, and therefore the use of large 
quantities of digitalis is, of course, ad- 
visable; and on the other hand it may be 
the result of overstimulation, under which 
circumstances smaller doses are certainly 
necessary. 

3ruce proves conclusively in the chart 
which he publishes that each decrease in 
the dose of digitalis was followed by a 
marked fall in the quantity of the urine, 
and that each increase was followed by a 
great advance in its flow, but we must 
take issue with the following statement, 
namely: “The acceleration and irregu- 
larity of the heart which characterizes the 
toxic degree of digitalis action of the 
text-books are not met with clinically. 
Therefore my rule, and the rule that I 
would recommend you to follow, in car- 
diac failure is not to be deterred by a 
small, irregular pulse from pushing your 
remedy, and instead of cutting off the 
digitalis, to give more.” His second as- 
sertion, however, seems to us more ra- 
tional, namely: “When digitalis does 
not produce diuresis in cardiac failure, do 
not discard it lightly; continue it in in- 
creased doses.” 

Some of the additional points of inter- 
est and importance named by Dr. Bruce 
are known, but are not as commonly 
recognized as they deserve. It is note- 
worthy that we cannot expect the diuresis 
produced by digitalis in ordinary doses to 
make its appearance before the third or 
fourth day of administration. .Dr. Bruce 
also believes that when we decide that 
enough digitalis has been given, its use 
should not be suddenly stopped, but it 
must be slowly, not rapidly, reduced in 
dose before its final removal. In other 
words, if the dose has been 15 minims 
three to six times a day, it should be re- 
duced to 10, and then to 5 minims. 

In regard to the question as to the 
value of digitalis in aortic regurgitation, 
Bruce seems to differ with many of those 
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who have written upon this subject, and 
he speaks of a case which was brought 
before his class, in which a man with 
aortic regurgitation had his pulse reduced 
to 48 per minute by digitalis, who pos- 
sessed an extremely loud and long dias- 
tolic murmur, and yet was safely and per- 
manently relieved by the digitalis treat- 
ment. 

We think that Dr. Bruce is in error in 
dogmatically asserting the following pro- 
position: “If you have a patient with a 
failing heart and aortic incompetence do 
not hesitate to give him digitalis.” Per- 
sonally, we believe that we should hesi- 
tate in such a case to give digitalis, al- 
though we are not prepared to go so far 
as to state that it is contraindicated in all 
cases. Without doubt certain cases of 
aortic regurgitation with failing compen- 
sation are improved by this drug. But, 
on the other hand, a considerable number 
do not gain, and really suffer from its use. 
The mere prolongation of diastole which 
permits regurgitation to take place for a 
longer period than if the drug was not 
used is not the only reason why digitalis 
in many instances is not the best remedy, 
for as is well known, this drug causes a 
marked rise in arterial pressure through 
its action on the blood-vessels at the same 
time that it stimulates the heart. This 
increase in arterial tension aids materi- 
ally in increasing aortic regurgitation. It 
would seem to us that in the majority of 
cases of aortic regurgitation, rest, com- 
bined with the administration of stro- 
phanthus, sparteine, or some similar car- 
diac stimulant, is a more rational plan of 
treatment. If they fail, then digitalis 
may be employed, and in certain instances 
it may be wise to put aside the vascular 
effect of this drug by the simultaneous 
administration of nitroglycerin. The 
value of strophanthus in these cases is 
recognized by Dr. Bruce in his lecture. 

We are glad to note that he emphasizes 
the necessity of stopping the digitalis 
when compensation has been established, 
and we would add, in conclusion, only one 
other word of warning in connection with 
this matter, that if the physician decides 
to give, as Bruce suggests, massive doses 
of digitalis in cases of aoritc regurgita- 
tion, he should insist that the patient shall 
be kept at rest in bed, and that he shall 
be forbidden to sit up or stand up sud- 
denly, particularly if it is his intention on 
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assuming the erect posture to empty the 
bladder. Brunton and others have 
pointed out that the emptying of the blad- 
der when the patient is in an erect posture 
and under the full influence of digitalis 
often results in syncope, and this is par- 
ticularly true if the lesion be that of 
aortic regurgitation. 





THE IMPORTANCE OF ALBUMINURIA 
FROM A DIAGNOSTIC AND THERA- 
PEUTIC STANDPOINT. 





Medical graduates of twenty or more 
years ago will remember that they were 
taught that albumin in the urine almost 
certainly indicated the presence of 
Bright’s disease, either in the form of 
chronic parenchymatous, chronic inter- 
stitial, or acute nephritis. Within the last 
ten or fifteen years, however, it has be- 
come more and more evident that albu- 
minuria does not possess the diagnostic 
significance heretofore accorded it. Or 
to use the words of Wright and Ross in 
the London Lancet of October 21, 1905, 
the idea that the presence or absence of 
albumin in the urine furnishes a trust- 
worthy criterion of the competence or in- 
competence of the kidney belongs already 
to the antiquities of medicine. They also 
believe that the question as to whether the 
renal function is impaired can be much 
more justly determined by discovering 
whether the kidney is competent to elab- 
orate out of the blood a concentrated sa- 
line solution. At the present time it may 
be stated that temporary leakages of albu- 
min may occur without indicating serious 
renal difficulties, and that a_ so-called 
“physiological albuminuria” may exist 
under certain circumstances. In other 
words, a transudation of lymph may oc- 
cur into the urinary tubules without there 
being present those destructive processes 
which we have been accustomed to asso- 
ciate with the presence of albumin in the 
urine. Even life insurance companies at 
the present time do not consider albu- 
minuria of an inconstant type as abso- 
lutely prohibitive of the issuing of a 
policy. 

Wright and Ross, in the paper to 
which we have referred, advocate the 
abolishment of temporary albuminuria by 
increasing the coagulability of the blood 
through the administration of a salt of 
calcium, using as a rule calcium lactate in 


doses of 60 grains, given in a single dose 
or divided into three doses of 20 grains 
each, and they show by clinical investiga- 
tion that by this means the quantity of 
albumin may be materially diminished or 
even caused to disappear. So, too, they 
find that they can exercise a marked ef- 
fect upon the albuminuria by diminishing 
the pressure upon the renal capillaries. 
This is particularly the case in those in- 
stances in which an excessively high ar- 
terial pressure is present, and we presume 
does not hold true in those cases in which 
albuminuria is present as a result of 
stasis produced by cardiac or other form 
of circulatory failure. 

A careful examination of the records of 
the experiments made by Wright and 
Ross shows that the use of calcium lac- 
tate may be resorted to not only for pur- 
poses of treatment but also with the ob- 
ject of making a differential diagnosis 
between so-called physiological albu- 
minuria and the albuminuria of renal dis- 
ease. In physiological albuminuria the 
use of calcium lactate causes a rapid 
diminution or total disappearance of the 
albumin, whereas in the albuminuria of 
renal disease this substance fails to pro- 
duce any such result, for though its use 
increases the coagulability of the blood 
it does not diminish the output of albumin. 





THE VALUE OF PEPSIN AND HYDRO- 
CHLORIC ACID IN DISORDERS 
OF THE STOMACH. 





One result of the examination of the 
stomach contents by modern methods in 
many thousands of cases has been to im- 
press upon the profession the fact that 
pepsin is by no means as valuable a 
remedy as it was considered at one time. 
Innumerable citations from the writings 
of gastrologists in support of this state- 
ment could be made. While there can be 
no doubt that in some instances moderate 
doses of pepsin seem to be of value, it has 
been proved beyond all doubt that this 
ferment, unless secreted by the stomach 
itself, fails to be of very material benefit 
in most cases of dyspepsia. On the other 
hand, by an equal number of specialists 
in diseases of the stomach, hydrochloric 
acid is considered an exceedingly valua- 
ble remedy. Ewald asserts that it is of 
the greatest importance in the treatment 
of chronic gastric catarrh, and orders it 
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in concentrated watery solution three or 
four times after eating at fifteen-minute 
intervals, using in all from 45 to 60 drops 
of the dilute acid. Einhorn also believes 
hydrochloric acid to be of value if given 
after meals, and others of the same opin- 
ion might be readily quoted. 

We note with interest a report made by 
Chase in the Boston Medical and Surgical 
Journal of September 14, 1905, in re- 
gard to this matter. He made a series of 
experiments upon a number of human be- 
ings to determine the value of hydro- 
chloric acid, and as a result he believes 
that although the acid may produce ad- 
vantageous effects, it may also distinctly 
diminish the normal secretion of this acid 
by the walls of the stomach, thereby com- 
bating the view, held by many, that the 
administration of hydrochloric acid ac- 
tually stimulates further secretion. On 
the other hand, he admits that the use of 
hydrochloric acid in some cases will grad- 
ually bring up the secretion of the nor- 
mal stomach to its proper level when it is 
deficient. Of course, hydrochloric acid 
does good in many cases of dyspepsia not 
only by aiding digestion but by inhibiting 
lactic acid fermentation. It will also be 
remembered that according to the experi- 
ments of Pawlow, the presence of a con- 
siderable quantity of this acid in the 
stomach results in an opening of the py- 
lorus and in extrusion of the gastric con- 
tents into the duodenum, and that its 
presence in the stomach also excites the 
flow of pancreatic juice. 

To sum up Chase’s experiments, he 
concludes that the acid will often alleviate 
certain symptoms of dyspepsia, but he 
questions whether it ever improves the 
functions of the stomach itself. A mis- 
take which is probably made by many 
practitioners is the use of too small doses 
of this acid. 





THE TREATMENT OF PERITONITIS. 





Perhaps the very frequency with which 
this question is discussed in current 
medical literature is sufficient proof to 
the effect that it is not only a topic of 
active and vivid interest, but that it is 
one concerning which surgeons still en- 
tertain varying views. 

A résumé of the subject from the Ger- 
man standpoint is therefore particularly 
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interesting to the English reader. Len- 
nander (Deutsche Zeitschrift fiir Chi- 
rurgie, Bd. 81, Heft 1, 1906) has con- 
tributed an admirable article which, 
though it strongly suggests the theorist, 
contains some pertinent suggestions. 

With the proposition to the effect that 
the best treatment of acute peritonitis lies 
in its prevention, and that this prevention 
is most efficiently brought about by 
prompt extirpation of the inflamed appen- 
dix, there will be a general agreement, 
the American surgeon being perhaps a 
little astonished that this obvious truth 
should be regarded as a discovery. Asa 
further means of prevention it is urged 
that perforation peritonitis must be 
avoided by operation in the preperforative 
stage, which it is stated is characterized 
by rigidity, local tenderness, and cutane- 
ous hyperalgesia. Doubtless this is true 
in some cases, and when such symptoms 
are present associated with those denot- 
ing the existence of an ulcer it is unques- 
tionably proper for the surgeon to oper- 
ate. Unfortunately, these symptoms are 
often entirely absent, or at most vague 
and ill defined. 

Lennander emphasizes the now fairly 
well recognized fact that peritonitis in 
the center of the belly—i.e¢., beneath the 
colon above the pelvis and located in the 
coils of the small intestine—may become 
wide-spread, and may extensively in- 
volve the gut before it causes pain or 
rigidity or tenderness. These three symp- 
toms are due to the involvement of the 
parietal serosa, and are incident to irrita- 
tion of the cerebrospinal sensory nerves 
which lie in and beneath the latter mem- 
brane. 

Peritonitis characterized by an abun- 
dant seropurulent exudate unlimited by 
adhesions and unaccompanied by signs 
of deep inflammation of the surrounding 
intestinal walls is a comparatively benign 
affection, providing operation be timely 
and the exudate be removed. Even in 
the absence of drainage such an exudate 
may be either absorbed or encapsulated. 
That form of peritonitis characterized by 
little or no exudate, but with the gut wall 
red, dry, distended, and paralyzed, gives 
an almost hopeless prognosis. The two 
great dangers incident to peritonitis are 
overwhelming intoxication and paralysis 
of the gut. They are commonly asso- 
ciated. The toxins paralyze the vaso- 
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motor and the respiratory centers, pro- 
ducing an enormous intra-abdominal 
venous congestion which is distinctly 
therapeutic in its effect. It may, however, 
reach such a grade as to cause death. 
The gut palsy is apparently due to the 
toxins acting directly on the intestinal 
wall, producing alterations in the lymph 
vessels and glands, and particularly in the 
nerve cells of Auerbach’s plexus, which 
is placed between the muscular layers. 
Magnus has shown that upon the integ- 
rity of this plexus depends the muscular 
tonus of the bowels. 

Among the complications to be consid- 
ered are acute nephritis, thrombosis, em- 
bolism, pneumonia, pleuritis, endocardi- 
tis, and acute yellow atrophy of the liver. 
A trace of albumin suggests a toxic or 
bacterial nephritis. This symptom may 
precede any alteration in either pulse or 
temperature. 

Operation has for its object the draw- 
ing away of the exudate, the finding and 
rendering harmless the seat of infection, 
cleansing the infected portion of the 
belly, and emptying and draining the 
paralyzed gut. The patient suspected of 
peritonitis must be kept absolutely quiet 
to prevent diffusion of the exudate. 
Water and alcohol are administered by 
the mouth, and by the rectum is given an 
oil injection; half an hour before opera- 
tion morphine, camphor, and strychnine 
are administered hypodermically. The 
patient is wrapped in sterile cotton. When 
the abdomen is opened the protruding 
gut is covered with rubber dam, which in 
turn is wrapped in towels wet with hot 
normal salt solution. For drainage Len- 
nander uses cotton wicks wrapped in rub- 
ber tissue and containing a number of 
small drainage tubes. Drainage is thor- 
ough, being carried between the dia- 
phragm and the liver, to the neighbor- 
hood of the foramen of Winslow, to 
Douglas’s cul-de-sac, and to the central 
part of the abdominal cavity, if this ‘is 
required. In wide-spread peritonitis the 
patient is put in an almost sitting posi- 
tion with more or less elevation of the foot 
of the bed. In every case in which there 
is extensive peritonitis an intravenous in- 
jection is given of from 1 to 24% quarts 
of a mixture made up of ndrmal salt 
solution containing three per cent of 
grape sugar. Copious abdominal irriga- 
tions of normal salt solution are also em- 


ployed. When the ‘gut is paralyzed it 
must be emptied on the operating table. 
A rectal tube may answer when the sig- 
moid flexure is involved, but if the paraly- 
sis be higher than this enterostomy is 
needed. At least three fistulze are formed, 
one to the oral side of the paralyzed sec- 
tion, one to the rectal side, and one in the 
cecum. In some cases it is impossible to 
replace the distended gut. Under such 
circumstances it is allowed to lie outside 
the belly wall, being wrapped in rubber 
and gauze, and a fecal fistula is formed to 
the oral side of the loop. 

As to the after-treatment, attention. is 
paid to elimination both locally by 
drainage and tamponage, and systemic- 
ally through the medium of intravenous 
or subcutaneous injections, irrigations 
through the gut, and lavage of the 
stomach. 

The rectum is washed out at intervals 
of from six to nine hours with normal 
salt solution at body temperature. At the 
completion of the irrigation, which has 
continued for ten to thirty minutes, there 
is injected into the rectum a pint of salt 
solution containing 3 to 9 per cent of 
grape sugar, 2 to 5 per cent of alcohol, 
together with tonics or stimulants if re- 
quired. When there is a sense of pres- 
sure in the epigastrium witl. tenderness, 
particularly if this is associated with 
vomiting and meteorism, the stomach is 
washed out. A small pulse of low ten- 
sion calls for intravenous injection. One 
or two quarts may be given two or three 
times in the course of twenty-four hours. 
Subcutaneous administration of artificial 
serum is quite futile until blood-pressure 
is raised, at which time it is unnecessary. 
Subcutaneous nourishment may be em- 
ployed in these cases, which may consist 
either of olive oil, of which 4 to 6 ounces 
may be given, or grape sugar 3 to 8 per 
cent in normal salt solution, to which may 
be added 2 per cent alcohol. After con- 
valescence from the acute condition a 
most carefully regulated diet and daily 
evacuations from the bowels are particu- 
larly insisted upon. The usual cause of 
obstruction following peritonitis is the 
kinking due to adhesions. Such kinking 
is particularly likely to be obstructive as 
the result of imprudence in diet. With 
time the adhesions disappear completely. 

Strychnine, physostigmine, and atro- 
pine are not commended in so far as their 
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effect upon the bowel is concerned, though 
Lennander thinks he has seen some bene- 
ficial effects occurring from the use of 
1/60 of physostigmine given once or 
twice a day half an hour before the wash- 
ing out of the bowel in cases of paresis. 

It is imperative that the patient should 
ingest a sufficient bulk of water. If the 
stomach is not in a condition to absorb, 
this may be given by the bowel through 
a fistula, subcutaneously, or intravenously. 
When paresis of the splanchnic vessels is 
supposed to be the condition of major 
importance, artificial serum should be 
given intravenously once or twice a day. 
Grape sugar is the only nourishment that 
can be given with profit through the rec- 
tum. Peptonized food may, however, be 
administered through a fistula. ; 

The suggestions which would seem the 
most important in this communication are 
the formation of multiple fistulz in case 
of bowel paralysis, the free use of intra- 
venous injection for the combating of 
dangerous fall in blood-pressure, and the 
employment of grape sugar as a means 
of nourishment. 





THE TREATMENT OF HEMORRHOIDS. 





In this number of the THERAPEUTIC 
GAZETTE there appear a number of arti- 
cles upon the treatment of hemorrhoids, 
important because they are authoritative 
utterances from those of large experience. 
It will be observed that the injection 
treatment which from time to time has 
been advocated as the operation of choice 
in internal hemorrhoids of moderate size, 
and a possible method of procedure in all 
hemorrhoids, is only mentioned to be 
condemned. It is perfectly true that in 
some cases, perhaps many, injections 
properly applied will cure without necessi- 
tating a formal operation and without 
keeping the patient from his work. There 
will occur, however, accidents in the 
course of this treatment inseparable from 
it and entirely unavoidable, which entail 
not only suffering and prolonged confine- 
ment in bed, but even threaten life itself. 
Moreover, the cure is not likely to be a 
radical one, hence though it cannot be 
denied that cure may be accomplished the 
method is attended by such risks as cause 
it to be rejected by those whose opinion 
is founded on the broadest experience. 
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3ishop in 1894 contributed to the 
THERAPEUTIC GAZETTE an article em- 
bodying a description of the technique 
which at least from the theoretical side 
has much to commend it. The bases of 
the hemorrhoids are smoothly clamped 
with suitable forceps so as to parallel the 
approximated surfaces and free them 
from folds or other inequalities. Between 
the clamp and adjacent healthy tissues 
there is applied on either side a sufficient 
length of rubber tubing, 5 or 6 millime- 
ters in diameter and with a lumen of 1 
millimeter, to secure aseptic catgut after 
the general manner of quill sutures. The 
forceps having been removed, the tumor 
is excised close to the rubber tube with 
flat scissors. The elasticity of the suture 
prevents all hemorrhage and maintains 
perfect and uniform contact of the mar- 
gins of the wound without interfering 
with plastic exudative repair by first in- 
tention. It is claimed that this method 
will succeed even in the hands of those 
who make no extraordinary claim to 
cleverness. 

In a short communication to this num- 
ber of the GAzETTE Bishop points out a 
minor modification of his method and re- 
iterates his confidence in it, founded on 
larger experience. 

Ricketts again expresses his satisfac- 
tion with his method of submucous liga- 
tion, claiming for it that it is almost 
bloodless, sacrifices no tissue, is followed 
by less pain than other methods of liga- 
tion, does away with the danger of cica- 
tricial contracture and stricture, and may 
be performed safely by the inexperienced. 

Adler after a general résumé of the 
entire subject of hemorrhoids expresses 
his conviction to the effect that the clamp 
and cautery is the safést, the gentlest, 
and the surest method of treating internal 
hemorrhoids. 

Kelsey, whose enormous experience 
and forceful style have established him 
as an international authority, after having 
sought in vain for any better method ad- 
vocates the clamp and cautery or the liga- 
ture, holding that in either case subse- 
quent suffering, which is sometimes in- 
tense, can be obviated by proper tech- 
nique. Brief though this article is, it hits 
so directly at the root of the matter that 
it should be read by every one who pro- 
poses doing this operation. 

Gant reiterates his confidence in the 
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efficacy of injections of sterile water as a 
means of accomplishing local anesthesia, 
and prefers the ligature to the cautery, 
unless a general anesthetic be given. 

Martin gives in most satisfactory de- 
tail his well known technique of excision 
and suture combined with cauterization. 

Tuttle still advocates the clamp and 
cautery as the procedure of choice in 
cases of extensive disease. 

A careful perusal of these papers 
shows that hemorrhoids can be safely, 
painlessly, and efficiently cured under lo- 
cal anesthesia; that the weight of 
authority is in favor of cauterization, in- 
telligently and skilfully applied; and that 
even in the most advanced cases operation 
is safe, free from great after-pain or 
other complications, is radical, and does 
not imply long confinement to bed. 
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COMPARISON OF THE QUICK AND THE 
SLOW METHODS OF THE TREAT- 
MENT OF MORPHINISM. 


PRESSEY makes a comparison of the 
rapid and slow method of treating mor- 
phinism in the Journal of the American 
Medical Association of December 23, 
1905. He tells us that there have been 
several forms of slow withdrawal advo- 
cated by different men, such as withdraw- 
ing a small fraction of the daily dose each 
day, or withdrawing a certain amount 
every third or fourth day. Also the 
adaptive slow withdrawal. 

No patient can be kept anything like 
comfortable when a certain amount of 
his daily dose, or.a certain part of a grain, 
is withdrawn at a certain time or at fixed 
periods. Such a plan would assume that 
every day was the same—that is, that a 
person felt the same every day, and there 
were no headaches, no neuralgias, no in- 
digestion, and a thousand other causes 
that will produce extreme discomfort if 
the quantity of the drug is lessened at 
such times. Such a system will be nec- 
essarily more or less of a failure, unless 
the reduction is very slow and is made to 
extend over a very much longer period 
than would be required by the adaptive 
plan. When the above plan is practiced 
there is sure to be so much discomfort, 
nervousness, and nausea that there will 
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be little or no physical improvement 
during the period of withdrawal, and 
consequently there will have to be,a 
longer period of convalescence than if 
the patient had been kept more comfort- 
able by the adaptive plan and had been 
regaining health and strength during the 
entire time, as a large majority of pa- 
tients will do. 

The adaptive plan, as the author prac- 
tices it, he has described in previous 
papers, and so does not think it necessary 
in this paper to go into details. It may 
be well, however, to give the outlines of 
the plan of reduction. When the patient 
comes for treatment he is probably taking 
from two to four times as much morphine 
as he requires to keep him comfortable. 
This surplus may be withdrawn at once. 
He is also very likely taking one or more 
other drugs which may be discontinued 
at once. Perhaps it may require four or 
five days to find out just how much re- 
duction can be made and still not make 
him too uncomfortable. The dose may 
have been reduced too much, and it may 
have to be increased a little before he is 
started just right. When the quantity 
has been found that will keep him almost 
comfortable from one dose time until the 
next, no change is made in this amount 
for three or four days, or until the pa- 
tient is feeling very well, when another 
small reduction is made, so small that he 
will hardly be conscious of it. When we 
are again sure that the amount then being 
given is going to keep him comfortable, 
we make another small reduction. These 
are made only when the condition of the 
patient has so improved that the reduc- 
tion may be continued until the quantity 
used is so small that it can be withdrawn 
without the patient’s knowledge of it. 
This amount will seldom be more than 
1/120 of a grain. In this way a large 
majority of morphinists can be kept more 
comfortable during the entire withdrawal 
period than while taking the drug them- 
selves. Of course they will require a sup- 
portive and tonic treatment, combined 
with a nourishing diet, during the with- 
drawal period, which should be contin- 
ued for some time afterward, depending 
on their condition. 

One of the most difficult and important 
problems in the management of all cases 
of morphinism is after they are free of 
the morphine. Usually within three to 














ten days after the morphine has been en- 
tirely withdrawn they are feeling well 
and are anxious to get home, and in the 
large majority of cases it is impossible 
to get them to stay as long as they should 
to insure them as much as possible from 
relapse. For some time after the desire 
for the drug has been entirely removed 
there is an unstable, weak, and eccentric 
mental condition, and during this time 
slight pain, trouble, grief, or insomnia 
will often be sufficient cause to induce 
the patient to take a dose or two for tem- 
porary relief. Each dose weakens his 
resistance and the mania is quickly recon- 
tracted, and this is sure to happen if he 
allows himself to take the first dose. As 
much time as is necessary to secure a good 
physical and mental condition should be 
spent under the personal care of his-phy- 
sician. This is a case in which if there 
is a mistake to be made it is profitable to 
make it on the safe side. 

To recapitulate: The quick cure by 
hyoscine is irrational, unsafe, and unsat- 
isfactory. The diarrhea and vomiting 
which always occur after the sudden 
withdrawal of morphine, whether the 
hyoscine is given or not, which lasts from 
two to ten days, is very distressing, and 
the hallucinations, which last for an un- 
certain length of time, are unpleasant, to 
say the least, and from which the patient 
may never recover. Relapses are much 
more frequent and convalescence is usu- 
ally greatly protracted. 

The adaptive slow withdrawal is 
rational, safe, and satisfactory. No di- 
arrhea, vomiting, extreme nervousness, 
or any of the severe symptoms shown 
with sudden withdrawal are ever pro- 
duced. Convalescence is well advanced 
when the last small amount of morphine 
is withdrawn, and nearly always rapidly 
completed. Relapses are much less likely 
to occur. 





THE TREATMENT OF PNEUMONIA. 


In the Denver Medical Times for De- 
cember, 1905, HrersHEy says that the 
duty of the physician, in the treatment of 
this disease, is to combat the changes in 
the lungs that interfere with the pul- 
monary circulation by local means; to 
sustain the action of the heart from the 
very beginning; and, up to the present 
time, trust to God that the patient will 
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manufacture sufficient antitoxin to com- 
bat the systemic poisoning. 

In the stages of congestion and red 
hepatization, the ice-bag stands para- 
mount above any other known applica- 
tion. Dry cupping at the very beginning 
may be of considerable service in reliev- 
ing congestion. When resolution starts 
in no application is necessary, but the cot- 
ton jacket is essential to the protection of 
the chest. 

Strychnine from the beginning is not 
only suggested, but is absolutely neces- 
sary. 

The infusion of digitalis, by its action 
upon the heart, if given in large doses 
from the start, will often aid mechan- 
ically in relieving the pulmonary conges- 
tion, by forcing the blood through the 
affected area. The writer feels confident 
that he has cut short many an attack of 
pneumonia by this means. The remedy 
should be given in tablespoonful doses 
every two hours until the pulse intermits 
—then omitted, and strychnine pushed to 
the point of tolerance. We should, how- 
ever, bear in mind, while administering 
large doses of digitalis, that tolerance is 
much greater during high temperature, 
and that should the temperature suddenly 
decline the drug is apt to become dan- 
gerous. 

If, in the course of the disease, the 
blood-pressure persists in being high, 
great judgment should be exercised as to 
whether or not we should resort to vene- 
section. Here the sphygmomanometer 
becomes an aid to us. Should the blood- 
pressure exceed 170, the writer believes 
that much may be gained by letting out 
from a pint to a quart of blood. It seems 
by this means we might diminish the 
strain upon the heart and thus avoid acci- 
dent from this source. 

The less we do for delirium and sleep- 
lessness in the early stages of the disease, 
the better for the patient. We should get 
our patient through with as little depres- 
sion as possible. A Dover’s powder at 
the beginning does good, but sedatives 
should be avoided, if possible. If, how- 
ever, wakefulness and delirium should 
continue too long, and become alarming 
in their effects, then resort to chloral and 
the bromides. In combination this gives 
the happiest results. 

Meteorism is a symptom of a most 
serious complication, and is usually the 
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outcome of profound intoxication. Fur- 
ther stimulation is here indicated, but if 
the meteorism is profound, the prognosis 
is extremely grave. But no matter how 
grave the prognosis may appear, we are 
expected to hold on to the end. Indeed, 
often the most serious cases begin to yield 
to treatment after the heart’s action has 
been sustained beyond a certain time. 
The writer can never forget a well spent 
twenty-four hours on such a case, when 
the crucial period came, by means of the 
hypodermic syringe. First strychnine, 
then cocaine, then some atropine. He 
fought almost against hope, but finally 
the patient rallied, and to-day is a healthy 
object. 

If the temperature is not too high, let 
it alone. If 104° or over, resort to cold 
sponging or the bath. If under 104°, say 
the temperature persists at 101.5° to 
103°, the writer has had most beneficial 
results from the rectal use of the salicylate 
of sodium. 


INHIBITORY AND ANESTHETIC PROP- 
ERTIES OF MAGNESIUM SALTS. 

In the Medical Record of December 
16, 1905, MELTZER reports his work on 
this subject. We have published addi- 
tional facts about it in these columns. To 
sum up his experience as far as can be 
gathered from the author’s twelve cases: 
One cubic centimeter of a 25-per-cent 
solution of sterile magnesium sulphate to 
25 pounds body weight causes, in three 
to four hours after intraspinal injection, 
paralysis of the legs and the region of the 
pelvis, and analgesia, which is sufficient 
to permit the performance of any opera- 
tion upon these regions. Sensation and 
motion return within eight to fourteen 
hours; retention of urine and the neces- 
sity for catheterization may be present 
for one or two days. There is, however, 
one case in which only a moderate dose 
of magnesium sulphate was used, but the 
after-effects were very prolonged. Reten- 
tion of urine lasted for about twelve days, 
and the paresis improved only very slow- 
ly; for days there were also irradiating 
pains into the legs. It is too premature 
to discuss the causes for the protracted 
after-effects in this particular case. The 
author is inclined to believe that it was 
due to some of the incidents of lumbar 
puncture, and was not specially an effect 
of the magnesium sulphate. He feels 


quite confident, however, that an irriga- 
tion of the intraspinal cavity soon after 
operation will shorten or do away with 
all after-effects. 

A dose of one cubic centimeter to 18 
or 20 pounds body weight would permit, 
a few hours after the injection, of the 
performance of extensive operations on 
the abdominal cavity, and probably even 
higher up, without the aid of any general 
anesthetic. However, from what the 
author has seen he is of the opinion that 
it is preferable not to wait so long, but 
rather to operate about two hours after 
the injection with the aid of a very small 
quantity of chloroform. But in this case 
he urges that a lumbar puncture be made 
again immediately after the operation and 
a quantity of spinal fluid be let out at 
least as large as that of the injected solu- 
tion of magnesium sulphate, and then 
the canal be irrigated several times with 
sterile salt solution, finally leaving some 
of this fluid in the canal. 

Of two patients who had the same dose 
of magnesium (one cubic centimeter to 
20 pounds), and who throughout the 
prolonged operation were under complete 
anesthesia with the aid of chloroform, the 
one who had only 7.5 cubic centimeters 
of it, but on whom no lumbar puncture 
was made after the operation, remained 
in a state of general anesthesia for some 
twenty hours and had some other after- 
effects for about four days after the oper- 
ation, while the other patient who had 
about 15 cubic centimeters of chloroform, 
but in whom lumbar puncture and irriga- 
tion were carried out immediately after 
the operation, had practically no unpleas- 
ant after-effects at all. 

He does not embody in his paper many 
of the interesting particulars incidental 
to the spinal injections of magnesium 
sulphate in human beings, only pointing 
out especially the scientifically important 
observation, already mentioned, that with 
a dose of one cubic centimeter of a 25- 
per-cent solution to about 16 pounds body 
weight a state of deep general anesthesia 
followed which lasted many hours. In 
this case the circulation remained normal, 
but the respiration sank to 10 per minute. 
In other cases, with somewhat smaller 
doses of the solution, but with the addi- 
tion of small quantities of chloroform, the 
general anesthesia lasted even longer. In 
these cases circulation and _ respiration 
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remained perfectly normal, but there was 
some slight vomiting, or rather a little 
regurgitation, after the awakening of the 
patient. 

3efore closing the subject of anesthesia 
the author adds the following remark: 
The immediate dangers of anesthesia 
concern the function of the heart, blood- 
pressure, and respiration. The dangers 
of heart failure and shock are almost be- 
yond our control. Not so with respira- 
tion. As long as heart and vasomotor 
system are not profoundly affected we 
can overcome nearly every case of failure 
of respiration, at least in animals, by 
properly conducted artificial respiration. 
The dangers of anesthesia by magnesium 
sulphate come practically only from res- 
piration; the heart and pulse remain nor- 
mal. But the usual methods of artificial 
respiration employed in human surgery 
are absolutely insufficient in emergency 
cases. He urges most emphatically that 
hospitals be provided with a_ Fell- 
O'Dwyer apparatus for artificial respira- 
tion, and especially urges this as a pre- 
requisite for the employment of mag- 
nesium sulphate as an anesthetic. 





FRESH AIR AND REST IN THE TREAT- 
MENT OF PULMONARY 
TUBERCULOSIS. 


In the Medical Record of December 9, 
1905, PoGuE quotes Bernheim as having 
enunciated the following views: 

“1. In the treatment of phthisical pa- 
tients the rest cure is the indispensable 
complement of a sojourn in a salubrious 
climate and of forced alimentation. 

“2. Since the lungs participate in all 
excessive activity, the effect produced is 
an active congestion in the region of the 


tubercular focus, and new tears in old 
adhesions. 
“3. Every organism which fatigues 


suffers more abundant organic losses (in- 
creased catabolism). These losses are 
still more augmented in the phthisical 
subject, who, when overexercised, as a 
consequence of fatigue mobilizes his 
bacilli, whence comes a veritable autoin- 
toxication which evidences itself by feb- 
rile phenomena. 

“4. Forced feeding and life in the open 
air are of profit to a tuberculous patient 
only when he is placed under conditions 
of absolute repose. 
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“5. Furthermore, repose plays another 
important role: it prevents the general 
localization of the bacillus of Koch. 

“6. One should therefore prescribe the 
rest cure for every phthisical patient who 
has fever and in whom one observes clin- 
ical symptoms of tubercular activity. 

“7. This rest cure may be practiced in 
all cases, provided it is applied in a dis- 
ciplinary manner and with intellectual 
supervision.” 





BITTERS AS AN AID TO DIGESTION. 


Medicine has been so much advanced 
of late years by laboratory research that 
perhaps we have become too ready to 
accept experimental data in contraven- 
tion of empirical teachings, and thus have 
in some matters drifted away from “the 
wisdom of our ancestors,” to use Dick- 
ens’s phrase. But really it is only incom- 
plete laboratory investigation that leads 
us astray, and sooner or later its comple- 
tion is pretty sure to set us right. A case 
in point is that of the neglect with which 
the time-honored bitters have been 
treated for the reason that experiment 
had shown them; apparently, to be want- 
ing in their supposed action as an aid to 
digestion. 

It has been found that bitters do not 
of themselves increase the flow of gastric 
juice, but now it appears that they do act 
in that manner if food is taken imme- 
diately after their ingestion. This has 
been demonstrated experimentally in the 
case of_the dog by Straschenko, and his 
findings have been confirmed. Thus it 
is evident that the simple omission, in 
previous experiments, to give food after 
the bitters vitiated the value of the inves- 
tigation. All this is set forth in a com- 
munication recently read at a meeting of 
the Hospital Medical Society of Paris, 
the work of J. Nano and F. Nironesco, 
of Bucharest, presented by M. Rogers 
(Bulletins et mémoires de la Société 
médicale des hépitaux de Paris, Nov. 23). 

The Bucharest experimenters add an 
interesting observation of their own. It 
is to the effect that the bitters which they 
employed on the human subject, for the 
most part tincture of cinchona, not only 
produced a decided increase of the flow 
of gastric juice when their administra- 
tion was followed by feeding, but also 
gave rise to a notable augmentation of 
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the amount of hydrochloric acid in the 
secretion. Therefore we may conclude 
that in the particular form of gastric in- 
adequacy termed hypochlorhydria bit- 
ters serve a most important purpose, and 
we may further infer in general that their 
use, long sanctioned by experience, now 
rests upon the solid foundation of lab- 
oratory investigation —New York Med- 
ical Journal, Dec. 16, 1905. 





THE TREATMENT OF PUERPERAL 
INFECTIONS. 


In the New York Medical Journal of 
December 9, 1905, HotmeEs after discuss- 
ing and condemning many of the older 
methods of treating these states says that 
having thrown down many false gods, 
what is left for the physician to do? As 
puerperal infection is a self-limiting dis- 
ease, sO our measures should be directed 
toward supporting the patient, and adopt- 
ing such procedures as in general allay 
the septic processes. In this order the 
author recommends a course which he has 
used successfully in his own work. This 
plan has absolutely no originality—it is a 
combination of the work of Schroeder, 
Bumm, Doederlein, Williams, Webster, 
and a host of others. 

Grant, if you please, that the case is in 
your own practice. You know that the 
secundines have completely come away; 
the woman at the end of twenty-four to 
seventy-two hours has a sharp rise of tem- 
perature, acceleration of pulse, possibly a 
chill. 

1. Give the woman a full dose of some 
saline purge;.give a full dose of ergot; 
repeat the ergot, combined with hydras- 
tis in medium-sized doses at regular inter- 
vals, in order to keep the uterus con- 
tracted. Watch the woman for further 
developments. 

2. In the course of the next day or two, 
if the woman is not better, or is worse, 
then possibly an examination is indicated. 
As a preliminary a culture should be 
taken from the lochia obtained from the 
uterine cavity. If a strong, putrid odor 


is present we may be almost positive that 
a saprophytic infection exists—the possi- 
bility of retained putrid blood-clots should 
be borne in mind. The finger, in passing 
over the uterine wall, will discover these 
if present, and should gently remove them. 
Finally, a douche may be given to wash 
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away the débris and such bacteria as may 
have been introduced by the examining 
fingers. Williams had 23 cases of infec- 
tion treated essentially after this plan, 
with a mortality of 4.35 per cent; Kronig, 
almost the pioneer in rational treatment 
and investigation of puerperal infections, 
had 56 cases of streptococcic infection, 
with 4 per cent mortality, and in 76 cases, 
his total number of infections, he had only 
8 per cent mortality. In the report of the 
Committee on Antistreptococcic Serum it 
is stated the French generally believe in 
the curette, and use it almost as a routine; 
their mortality was 18 per cent in 202 
cases. 

In making the examination as above 
outlined the author strongly demands 
these conditions: (a) The vulva must be 
thoroughly cleansed, which should include 
at least a close clipping of the vulvar 
hairs; (b) the vagina must be thoroughly 
scrubbed with soap, lysol solution, etc., so 
we may not carry the vaginal lochia into 
the uterus. We must always remember 
that by the third day the lochia are essen- 
tially pus, their bacterial flora being nor- 
mally of low virulency. In infections the 
lochia are specially infectious. 

3. After the examination it often is 
useful to place a small intrauterine pack 
of plain sterile gauze wrung out in a solu- 
tion of formalin, twenty to forty drops to 
the pint, with perhaps its renewal the 
next day. Formaldehyde is slowly liber- 
ated, has a great penetrating power, and 
continuously acts as an exceedingly pow- 
erful germicide. 

4. Continue the ergot and hydrastis; 
exhibit such drugs as have a known power 
of increasing leucocytosis, as nuclein, 
nucleinic acid, and salt solution hypoder- 
mically, or per rectum, especially if the 
emunctories are sluggish. The ice-bag 
or hot applications to the abdomen de- 
serve consideration. Unguentum Credé 
may be considered. 

If the woman is one seen in your daily 
rounds, or in consultation, then the author 
believes it good practice to proceed at once 
with the details suggested in 2, 3, and 4. 

Holmes submits the following conclu- 
sions : 

1. Practically the battle against puer- 
peral infection is won by an adequate 
system of asepsis and antisepsis. True 
autoinfections very rarely arise, and usu- 
ally are not of serious portent. 
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2. It is no more possible to operate 
aseptically without skilled assistants in 
obstetrics than in general surgery; to 
properly conduct an operative case re- 
quires a full quota of assistants. 

3. Puerperal infection is not a specific 
disease. Diverse types of microdrganisms 
may be the etiological factors, and any 
part of the parturient canal may be the 
seat of the infection. 

4. To treat locally a thermal condition 
of the puerperium without a clear, posi- 
tive knowledge of the seat of infection 
should be characterized as an obstetric 
crime. 

5. At the present time there is abso- 
lutely no method of adequately reaching 
the offending germs in the uterine submu- 
cosa or muscularis. The curette cannot 
discern the locality of the retained rem- 
nants of secundines; the finger alone can 
ascertain this; a placental forceps more 
easily, more certainly, and with infinitely 
greater safety can remove them, under 
guidance of the finger. 

6. It is a grave error to neglect digital 
revision of the uterus after any instrumen- 
tation for the purpose of cleaning the uter- 
ine cavity. 

7. Nature, by supplying the reaction 
zone of Bumm, offers the surest safe- 
guard to the woman; puerperal infections 
demand the same rest for the uterus as 
inflamed parts elsewhere require rest. 

8. The danger of shreds in the uterus 
is greatly overestimated as regards their 
role in infections. 

9. Active operative measures endanger 
the life of the woman doubly or trebly to 
the extent the expectant plan does. 

10. The use of saline purges, adminis- 
tration of ergot, hydrastis, etc., removes 
much of the danger or necessity for active 
therapy; in a day or two the danger is 
often past, for, like a baby, the lying-in 
woman is subject to evanescent febrile ele- 
vations. 





THE PURITY OF ETHYL CHLORIDE. 


The purity of a substance used for an- 
esthetic purposes is, of course, of first 
importance. During the process of its 
manufacture certain by-products may be 
formed which, if care is not taken, may 
find their way into the product, while the 
same may be said, especially if they are 
volatile, of the materials concerned in the 
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formation of the anesthetic. Such impuri- 
ties may or may not have a very unfavor- 
able effect upon the patient who is sub- 
jected to the action of the anesthetic, but 
in any case it is most desirable that only 
the pure agents should be used. Amongst 
anesthetic agents which have been rein- 
troduced into practice comparatively re- 
cently is ethyl chloride, the use of which 
both in general and local anesthesia lias 
been mentioned favorably by many medi- 
cal men. Occasionally, however, unsatis- 
factory results have been reported. It 
may be administered by itself for brief 
operations or followed by some other an- 
esthetic. 

Ethyl chloride promises to replace 
nitrous oxide as a preliminary in opera- 
tions requiring the use of an anesthetic. 
It is certainly very convenient to handle, 
as it readily condenses to the liquid form 
and as readily gives off vapor again. The 
boiling point of pure ethyl chloride is 
12.5° C. It should be free from water, 
from foreign chlorides, from acids, from 
aldehydes, from ether or alcohol, and 
from organo-metallic substances. Ethyl 
chloride is commonly prepared by acting 
upon ethyl alcohol with hydrochloric acid 
gas, the yield being increased by the addi- 
tion of zinc chloride, which probably acts 
by abstracting water from the alcohol. 
This process will suggest the kind of 
impurities which are likely to be found in 
badly prepared ethyl chloride. 

Our attention has been called to the 
fact that ethyl chloride is sold on the mar- 
ket without bearing a label upon the tube 
containing it. In the event, therefore, of 
an unbranded sample of ethyl chloride 
giving unsatisfactory results during its 
employment for anesthetic purposes, 
there probably would be a difficulty in 
tracing it to its origin with the view of 
preventing the possibility of further mis- 
chief being done. There is, in fact, no 
security in unbranded samples of ethyl 
chloride, and it is obviously desirable that 
only those bearing the name of the agent 
or manufacturer should be employed. It 
was found on inquiry that there were 
seven “makes” of ethyl chloride to be 
obtained in London, of which five proved 
to be branded properly and two were 
without labels. 

One sample which contained some resi- 
due and tarry smell and traces of impurity 
was not intended apparently for general 
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anesthesia; there was no _ instruction, 
however, to that effect on the label, but 
on another tube from the same firm the 
label contained the words “for local anes- 
thesia,’ and in that case the presence of 
“traces of impurity” is probably not a 
serious matter. In one instance the boil- 
ing point of the sample proved to be 
—0.5° C., a mixture of methyl chloride 
and ethyl chloride (used it may be with 
advantage for local anesthesia) having 
been supplied as pure ethyl chloride. Since 
this mixture produces on evaporation a 
more intense cold than ethyl chloride this 
mistake, in the case of general anesthesia 
at any rate, might lead to unexpected and 
possibly mischievous results. On _ the 
whole, however, it is clear that the anes- 
thetist has the choice of several good 
makers or agents who sell ethyl chloride 
of undoubted purity and of such quality 
as should only be used for general anes- 
thetic purposes, unless, of course, the ap- 
plication of a definite mixture is designed. 
Ethyloform, for example (B. Kuhn), is a 
mixture of 45-per-cent ethyl chloride, 45- 
per-cent methyl chloride, and 10-per-cent 
ethyl bromide, the last drug being re- 
garded to act as a sedative-—Lancet, Dec. 
2, 1905. 





SPARTEINE: ITS DOSAGE, PHYSIOLOGI- 
CAL EFFECTS, AND THERA- 
PEUTIC USE. 

PETTEY writes an article on this sub- 
ject in the Georgia Practician for Novem- 
ber, 1905. He asserts that sparteine is 
one of the most valuable remedies in our 
Pharmacopeeia, but it is comparatively 
unknown to the profession. Not only are 
its properties not generally known, but 
its dosage is so completely misunderstood 
that there is little chance for them to be- 
come known. It is a remedy of great 
value, because it does most perfectly what 
no other remedy or combination of reme- 
dies does, and while doing that it does 
not have other effects which are undesir- 
able. In other words, we can depend upon 
sparteine to make one important thera- 
peutic impression without its making 
other impressions that we do not want 
made. 

Sparteine is the alkaloid derived from 
Cytisus Scoparius, our common broom- 
corn. Since the misunderstanding as to 


its dosage is doubtless the reason that it 
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is not in common use, the author calls 
attention to that part of his subject first. 
Most of the authorities give the dose of 
sparteine as from 1/6 to 1/3 grain. The 
U. S. Pharmacopeeia, just issued, states 
the dose to be 1/5 grain, but the manu- 
facturers of hypodermic tablets make no 
tablet larger than 1/10 of a grain, and 
few of them list a tablet larger than 1/30 
of a grain. Hypodermic tablets of these 
sizes are the form in which it has usually 
been tried; but many practical men, after 
trial of the drug in these quantities, and 
being unable to develop the desired ef- 
fects, have thrown it aside as of no value, 
when had the proper dose been given the 
result would have been otherwise. The 
fault was not with the remedy, but with 
the size of the dose. 

Bartholow is the only author, of those 
whose writings the writer has examined, 
who states the dose at anything near the 
proper quantity. He puts it at from % 
to 2 grains, but from 1% to 2 grains 
would be more nearly correct. In fact, 2 
grains, by the stomach, is as small a dose 
as can be depended upon. One and one- 
half grains hypodermically is a fairly 
effective dose, but there is no reason why 
the hypodermic dose should not be 2 
grains also. It is a non-toxic drug, as 
truly so as quinine; it is as certain and 
definite in its effects as quinine; and in 
the writer’s experience it above all other 
remedies deserves to be classed as a heart 
tonic. It does just what we want done 
when we administer a heart tonic, with- 
out doing what we do not want done. 
It combines the :desirable effects of digi- 
talis and veratrum without their unde- 
sirable effects. Since physicians are so 
familiar with these two remedies the au- 
thor compares the effects of sparteine 
with them. 

Digitalis is a true heart tonic so far as 
its effect on the heart itself is concerned; 
but while it adds tone to that organ and 
lessens the frequency and increases the 
force of its action, it powerfully contracts 
the entire arterial system and greatly 
raises blood-pressure, thus increasing the 
resistance to the onward flow of the blood- 
current. So marked is this effect that it 
is probable that it adds to the work of 
the heart as much as it increases its 
strength; therefore as a heart tonic it is 
comparatively useless. 

“Veratrum, on the other hand, reduces 
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the force and frequency of the heart’s ac- 
tion, and at the same time dilates the ar- 
terial system, thus reducing blood-pres- 
sure and opening up the way for the 
onward flow of the blood-current; but 
this action is attended by great depression, 
nausea, and other undesirable effects. If 
we could develop the effects of digitalis 
on the heart muscle accompanied by the 
effects of veratrum on the arterial sys- 
tem, without any of the other effects of 
these two remedies, we would have the 
ideal heart tonic. In sparteine we have a 
remedy that does this very thing. It adds 
to the tone of the heart muscle as greatly 
as digitalis, reduces the frequency and in- 
creases the force of the heart action as 
does digitalis, but instead of contracting 
the arterial system and raising blood- 
pressure as digitalis does, it has directly 
the opposite effect. While it does not 
dilate the arterial system so greatly as 
veratrum does, it does so to a marked 
degree, but without any of the unpleasant 
effects of that drug. Especially marked is 
its effects upon the arterial capillaries; in 
this respect it resembles belladonna; how- 
ever, its effects are not confined to the 
superficial capillaries, as in the case of 
belladonna, but extend to the deeper 
capillaries as well. Under its influence 
the pulse is soft, full, and compressible, 
instead of hard and unyielding as from 
digitalis. Its action is prompt. If given 
hypodermically its effects are well estab- 
lished within an hour, being in that re- 
spect very unlike digitalis, but in point of 
duration of effect it is again like digi- 
talis, the effect lasting from six to twelve 
hours. In fact, it has almost the prompt- 
ness of strychnia with the sustained effect 
of digitalis. 

In the matter of correcting irregulari- 
ties of heart action it should be given 
first place. It corrects these with great 
promptness, and the sustained effect of 
the drug makes its frequent administra- 
tion unnecessary. An initial dose of two 
grains should be given, and it should be 
repeated in two to three hours. After 
that it need not be administered oftener 
than every four to six hours. 

While sparteine is a remedy of the 
greatest value in all conditions that de- 
mand regulation or support of the heart, 
it is in pneumonia particularly that it fills 
a place that no other remedy or combina- 
tion of remedies fills equally well. In 
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that disease we have an overworked heart, 
high blood-pressure, pulmonary and gen- 
eral venous congestion, and death usually 
results from failure of oxygenation of the 
blood due to exhaustion of the heart. 
Sparteine counteracts the development of 
this condition more perfectly, and does 
more to correct it after it has developed, 
than any other drug of which the author 
knows. It decreases the frequency and 
increases the force of the heart action, 
imparting a reliable degree of tone to the 
heart muscle. At the same time, by dilat- 
ing the arterial system and reducing 
blood-pressure it relieves the heart of its 
burden, thus enabling it to handle the vol- 
ume-of blood without laboring, and to 
throw an ample current to the lungs, 
where the improved capillary circulation 
which it induces promotes abundant oxy- 
genation. It does this without a single 
unpleasant, undesirable, or hurtful effect ; 
in fact, the only other effect of the drug 
is one that, in pneumonia, is needed al- 
most as badly as the one just described. 
Its power to improve the arterial capillary 
circulation renders it a most certain and 
efficient, non-irritating diuretic. All will 
recognize this as a most desirable effect. 





THE INFLUENCE OF ADRENALIN 


THE CIRCULATORY SYSTEM. 


ON 


PruszyNnskI in Medicine for December, 
1905, reports that while engaged in ex- 
periments on the accelerator nerves under 
different conditions he applied adrenalin 
to increase the blood-pressure. The ex- 
traordinary action of this remedy induced 
him to make some investigations as to its 
influence on the circulatory system to con- 
firm the results of experiments made with 
the extract of the suprarenal glands. 

The experiments were made exclusively 
on warm-blooded animals—rabbits, dogs, 
and cats—by the application of adrenalin- 
Takamine in the usual doses of 0.1 to 0.3 
milligramme, larger doses being adminis- 
tered in exceptional cases only. 

The animals were slightly curarized, 
artificial respiration being applied. One 
of the carotid arteries was connected with 
the manometer, and the number of heart- 
beats was counted on the curve produced 
on Ludwig’s kymograph. Curare and ad- 
renalin were introduced into one of the 
jugular veins. In all the experiments 
with adrenalin amounted to fifty-two. 





196 


The first experiment, made on a rabbit 
not curarized and without narcotization, 
showed that the dose—0.000047 gramme 
per kilo weight—after fifteen seconds 
raised the pressure 90 millimeters of mer- 
cury; from this moment the blood-pres- 
sure fell gradually and came to the nor- 
mal in 3% minutes. Successive injec- 
tions of the same doses gave similar re- 
sults. The rising of the pressure as well 
as its falling is accompanied by the les- 
sening of the pulse-rate; between these 
periods the pulse is accelerated two to 
three beats in five seconds. 

A more decided change in the pulse- 
rate and pressure took place with dogs 
and cats lightly curarized. At the begin- 
ning the pulse-waves have the character 
of the so-called Cyons active pulse; they 
are from 29 to 70 millimeters of mercury 
high, and disappear after the section of 
the vagi. 

In order to convince himself of the 
cause of the increase of pressure after in- 
jection of adrenalin, the spine was cut at 
different heights ; in other experiments the 
spine was destroyed and the animals 
poisoned with chloral. 

These experiments showed that in spite 
of the section of the spine in different 
places, and even after its complete destruc- 
tion, adrenalin raised the pressure con- 
siderably (100 to 150 millimeters of mer- 
cury). That the vasomotor center played 
a certain part in the increase of the pres- 
sure, however, is proved by the fact that 
after the section of the spine the pressure- 
increase under the influence of adrenalin 
fell 40 to 50 millimeters of mercury. The 
vasomotor centers are in a state of in- 
creased irritability, this being proved by 
the experiment in which, after adminis- 
tering 0.1 milligramme adrenalin, the cen- 
tral part of the sciatic nerve was irritated 
by the electric current. In this case a cur- 
rent, one-half the strength of that used 
before the injection of adrenalin, pro- 
duced a much greater increase of the pres- 
sure. 

In order to demonstrate the part which 
the heart itself plays in increasing the 
pressure under the influence of adrenalin, 
the writer poisoned cats with chloral, and 
when the pressure fell to 20 millimeters 
of mercury he introduced adrenalin. In 
ten seconds after injection the pressure 
- rose 140 millimeters of mercury. The 


rising of the pressure, perhaps less dis- 
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tinct, manifests itself after the exclusion 
of the influence of the vessels by Bock- 
hering’s method modified by Esslemond. 
The quickness of the circulation of the 
blood fixed by Cybulski’s photohemato- 
chrometer did not change under the influ- 
ence of adrenalin, which also proved that 
in the raising of the pressure the in- 
creased action of the heart takes part, as 
well as the contraction of the vessels. 

How greatly increased the action of the 
vasomotor center is, under the influence 
of adrenalin, is proved by experiments in 
which curarized cats suffered asphyxia- 
tion during fifteen minutes. In one case, 
fifteen minutes after the complete stop- 
ping of the action of the heart, resusci- 
tation of the cat was accomplished after 
the injection of adrenalin, massage of the 
heart, and artificial respiration. 





THE TREATMENT OF ALCOHOLIC CIR- 
RHOSIS OF THE LIVER. 


To the Clinical Journal of November 
29, 1905, THomson contributes a paper 
in which he asserts that the cases which 
do well by tapping are those in which the 
presence of fluid depends upon chronic 
peritonitis and congestion, and these are 
often relieved time after time, and occa- 
sionally the fluid ceases to recur. 

Tapping in such cases is a rational form 
of treatment, just as it is in an ordinary 
pleural effusion, but quite otherwise is it 
with the toxemic class. Here the fluid 
effusion is but a small part of a severe 
general condition, and it is as hopeless to 
think we are going to cure the patient by 
drawing it off as it would be to suggest 
that a uremia could be cured by tapping a 


pleural effusion which was associated 
with it. 
Dr. Hale White has shown conclu- 


sively how badly these cases do, and how 
they seldom live long enough to require 
more than one tapping. Withdrawal of 
the fluid at this period is only of use inas- 
much as it relieves the pressure on neigh- 
boring organs, and so contributes to the 
comfort of the patient. 

But not only is tapping of no perma- 
nent value at this stage of the disease, but 
the question has been asked whether it 
may not even be injurious, for it undoubt- 
edly happens that patients often appear to 
go down-hill very rapidly after it has been 
done. It is generally considered that such 
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cases are coincidences, and that death, al- 
ready so near at hand, is not in any way 
accelerated by the operation, but of this 
the author does not personally feel sure, 
and it does not seem difficult to believe 
that the withdrawal of a very large quan- 
tity of fluid, which is rapidly followed by 
the secretion of more, must have a dis- 
tinct and probably an adverse influence 
upon a patient who is in a severe state of 
general toxemia. 

Now, if it be granted that tapping in 
these terminal cases is undertaken to re- 
lieve pressure and not with any view to 
permanent relief, any doubt on this point 
can be got over by only partially empty- 
ing the abdomen and stopping the flow 
when the desired comfort has been ob- 
tained, and the author believes this is a 
better plan in many cases than attempting 
to drain off every possible drop. Here, 
again, there is the analogy of the pleura, 
where removal of a moderate quantity is 
usually considered sufficient. 

Lastly, there is the question of opera- 
tive treatment to be considered. The 
plan (which was introduced to the notice 
of the medical profession in England by 
Drummond and Morison and which is 
also associated with the name of Talma) 
is to produce adhesions between the peri- 
toneum, omentum, and liver, and the idea 
was conceived on the supposition that the 
congested portal circulation would be re- 
lieved by the development of new veins in 
the adhesions and a consequent increase of 
the collateral circulation. 

The explanation is, however, open to 
doubt, and it is certainly difficult to be- 
lieve that new veins are formed with such 
rapidity and of such caliber as to be 
almost immediately capable of draining 
off the recurring fluid, which is often 
poured out at a great rate, and moreover, 
physiologically, it does not appear to be 
beneficial to make a very free communi- 
cation between the portal and general cir- 
culation, for if the contents of the portal 
vein are made to empty themselves di- 
rectly into the vena cava without first 
passing through the liver the animal be- 
comes poisoned and dies. 

Dr. H. D. Rolleston has suggested that 
the presence of vascular adhesions over 
the surface of the liver would relieve 
venous engorgement and so allow a freer 
supply of arterial blood to the liver and a 
consequent improvement in the nutrition 


of the liver cells. In a previous paper on 
this subject the author suggested that the 
obliteration of the peritoneal cavity by 
adhesions would in itself be sufficient to 
account for the non-recurrence of the 
fluid, just as it is in the case of the pleura 
and pericardium. 

The results of this operation as shown 
by statistics cannot be considered to be 
very satisfactory, and Dr. Rolleston in 
his recent work on diseases of the liver 
considers that on the whole the results are 
somewhat disappointing, though of course 
this may be partly due, as has been sug- 
gested, to cases being left too late before 
being operated upon. It will be quite 
clear that it is useless to operate upon 
patients who are in the last stages of the 
disease, for then ascites is very apt to be 
only one of the symptoms of a general 
collapse; and, generally speaking, the 
cases which are most likely to benefit are 
those which have already survived several 
tappings. It must not, moreover, be over- 
looked that patients sometimes make a 
satisfactory recovery after tapping alone, 
and numerous illustrations of this fact 
were brought forward by Dr. Cheadle in 
his Lumleian lectures on “Some Cir- 
rhoses of the Liver.”’ If, however, as cer- 
tainly seems the case, the formation of 
extensive peritoneal adhesions is benefi- 
cial to the patient at certain stages of the 
disease, it is still open to question whether 
such adhesions could not be produced by 
some simpler means than that of opening 
the abdomen; for the patients cannot, as 
a rule, be considered to be in a favorable 
condition to undergo an operation, and 
in his former contribution to this subject 
the author referred to a case recorded by 
Dr. W. Cayley in which the patient, a 
cabman, after the fourteenth tapping for 
recurrent ascites, developed symptoms of 
peritonitis and the fluid did not collect 
again. He was discharged convalescent, 
and was seen by Dr. Cayley to be well 
and driving his cab two years after. In 
commenting on the case Dr. Cayley sug- 
gests the possibility of relieving ascites 
by exciting adhesive peritonitis, as often 
happens in the cases of peritoneal tuber- 
culosis. 

A further contribution to this subject 
has been made recently by Dr. H. W. 
Plant and Dr. Patrick Steele, who have 
treated cases of serous effusion by the in- 
jection of adrenalin chloride after the 
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manner suggested by Dr. Barr in 1903, 
and from their reports this method seems 
to be a promising one for the treatment 
of selected cases of ascites in hepatic cir- 
rhosis. 





NUTRITIVE ENEMATA. 


Strauss (Berliner klinische Wochen- 
schrift, Oct. 30, 1905) reports his obser- 
vations relative to the absorption of albu- 
min and fat from the rectum. The albu- 
minoid preparation employed was calodal, 
which he had formerly employed subcu- 
taneously and found that it was not fol- 
lowed by excretion of albumin in the 
urine. In addition a small quantity of a 
saline emulsified preparation of fat and 
grape-sugar was used. For each enema 
1 liter of water, 25 grammes of calodal, 
50 grammes of grape-sugar, and 50 
grammes of saline, together with as much 
salt as could be taken up on the tip of a 
knife, and 0.2 gramme of menthol or 0.5 
gramme of thymol or 1 gramme of sali- 
cylic acid, were employed. If the feces 
began to smell sour a small quantity of 
sodium bicarbonate was added. In a few 
cases five or ten drops of laudanum was 
also added. The enemata were given once 
or twice a day, at a height of 25 to 30 
centimeters. A tampon-tube was em- 
ployed, and a device also constructed to 
make the fluid flow only drop by drop. 
In this manner about an hour was re- 
quired for the entire enema to flow into 
the rectum. In the majority of the fifty 
cases reported the enema was retained be- 
tween three and four hours, and less than 
half of it was expelled. In a few cases 
the entire quantity was retained. 

Abdominal pain was only exceptionally 
experienced, nor was there irritation of 
the rectum except in two instances, in 
which the enemata were continued for 
twelve and fourteen weeks respectively. 

No exact data were obtainable in re- 
gard to the amount of albumin absorbed, 
although some very interesting physio- 
logical tests were made. Strauss is con- 
vinced, however, that this form of enema 
and the method of administering it consti- 
tute a better method of rectal alimentation 
than is usually employed. 

Some investigations relative to the pre- 
cipitin content of the blood were also con- 
ducted after rectal feeding with milk and 
eggs, but the results obtained were nega- 
tive. 
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THE BALNEOLOGIC TREATMENT OF 
OLD HEMIPLEGIAS. 


NEUMANN, of Baden-Baden (Thera- 
peutische Monatshefte, November, 1905), 
reviews the methods of treatment prac- 
ticed in hemiplegia, and states that in a 
certain percentage of cases, probably from 
thirty to forty, improvement both as to 
general condition and contractures may be 
obtained by the use of properly regulated 
bathing cures. The best results are ob- 
tained by baths at a temperature of 25° 
to 26° R., and those whose composition 
is practically the same as that of normal 
saline solution are to be preferred. The 
duration of the bath should be from eight 
to twenty minutes, and it should be fol- 
lowed by several hours’ rest in bed in or- 
der that the slowing of the pulse follow- 
ing it may be maintained. Zander’s gym- 
nastic exercises are considered to be a 
valuable auxiliary in the treatment of 
contractures. 





HEROIN AND HEROINOMANIA. 


PauL So.uier, of Boulogne-sur-Seine 
(La. Presse Médicale, Nov. 4, 1905), 
calls attention to the danger of substitut- 
ing heroin for morphine in the treatment 
of morphinomania. He has observed 
twelve cases of addiction to heroin, some 
of which were primary, though the ma- 
jority were secondary, and owed their 
origin to attempts on the part of the pa- 
tients to relieve the symptoms incident 
to the withdrawal of morphine by sub- 
stituting heroin. All of these patients 
were much more toxic than morphino- 
maniacs who took equivalent doses. Cy- 
anosis and general depression were 
marked, and the power of resistance was 
very poor. While persons addicted to 
morphine may apparently be brilliant men- 
tally, the subjects of heroinomania show 
signs of intellectual torpidity. It would 
seem that heroin affects the medulla rather 
than the cerebrum, a supposition which 
explains its effect upon the circulation and 


respiration. Of the two drugs, Sollier 
considers heroin to be the more dan- 
gerous. 


It is more toxic; those who are addicted 
to it withstand its effects a shorter time 
than those who take morphine in equiva- 
lent doses. 

Convalescence is more protracted, and 
is attended by a much poorer reaction to 
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treatment than is convalescence from the 
morphine habit. 

The danger of habituation is as great 
as it is to morphine. 

Moreover, while it has been. found that 
one-tenth the accustomed dose of mor- 
phine will relieve the alarming symptoms 
of collapse, in the case of heroin recourse 
must be had to active measures, such as 
the injection of ether, etc. 

In heroin poisoning, too, the syncopal 
attacks are of respiratory and not of car- 
diac origin. Without warning the patient 
is seized with dyspnea, becomes cyanotic, 
and loses the power of drawing air into 
his lungs, it seeming as though the mus- 
cles of respiration were temporarily par- 
alyzed. If bulbar activity cannot be 
aroused death may supervene. 

In the treatment of heroinomania Sol- 
lier recommends the immediate substitu- 
tion of morphine, followed after a short 
time by the rapid withdrawal of the lat- 
ter and the measures usually employed. 





THE TREATMENT OF DIABETES 
INSIPIDUS. 

Posner, of Berlin (Berliner klinische 
Wochenschnift, Oct. 30, 1905), reviews 
briefly the treatment of diabetes insipidus 
and calls attention to a new method de- 
vised for relieving dryness of the mouth 
and thirst. 

Strychnia he finds to give only tempo- 
rary relief, and in some cases to have no 
effect whatever. Of all the measures 
found beneficial in diabetes mellitus none 
but the withdrawal of water has proved 
of any value in diabetes insipidus. In 
cases of primary polydipsia he considers 
the “dry cure” to be indicated, but in gen- 
uine polyuria he believes it to be not only 
useless but injurious. Fever mixtures, 
lemonade, ice, and nervines are frequently 
without effect. Pilocarpine, although it 
increases the flow of saliva and thus re- 
lieves dryness of the mouth, produces such 
weakening sweats that it should not be 
employed. Bergmann has used “chewing 
tablets” composed of indifferent sub- 
stances, such as gum tragacanth, etc., 
with apparently good results in acid dys- 
pepsia, the idea being to increase the flow 
of saliva so as to neutralize the acidity of 
the gastric contents. Von Leube has 
found also that considerable quantities of 
fluid may be abstracted from the body 


by increasing the flow of saliva in this 
manner; his observations related to 
pleural effusion. 

In one case of diabetes insipidus in 
which Posner tried the method he states 
that unmistakable improvement resulted, 
thirst being relieved and the secretion of 
urine becoming diminished. He is of the 
opinion, however, that the method should 
not be employed for very long periods. 
Feeble patients would also be weakened 
by it. That it is worthy of trial in certain 
cases he is convinced. 





PHOSPHORUS -POISONING AND ACUTE 
ATROPHY OF THE LIVER. 

Riess, of Berlin (Berliner’ klinische 
Wochenschrift, Oct. 30, 1905), reports 
the conclusions which he has reached from 
a study of thirty-six fatal cases of phos- 
phorus poisoning and fourteen of acute 
atrophy of the liver. He is of the opinion 
that the analogy which has been sup- 
posed to exist between these two condi- 
tions is not verified by the symptoms- 
complex, the findings upon urinalysis, 
and the pathological changes produced in 
the tissues of the liver and in other or- 
gans.- Thus, in phosphorus poisoning the 
prodromal symptoms rarely last longer 
than a few days, and the condition is char- 
acterized by an abatement of the gastro- 
intestinal irritation before the severe 
symptoms of constitutional disturbance 
manifest themselves. In acute atrophy of 
the liver gastrointestinal trouble is present 
for from one to two weeks before the con- 
dition of the patient becomes alarming. 
The character of the hemorrhages occur- 
ring in the two diseases is also different. 
In acute atrophy of the liver they are 
prone to occur as multiple petechiz in the 
subcutaneous tissues and serous mem- 
branes, and often produce only slight dis- 
turbance, whereas in phosphorus poison- 
ing profuse bleeding is the rule, hemor- 
rhage taking place from the stomach, in- 
testines, and other mucous membranes in 
the early stages. 

That the presence of leucin and tyrosin 
in the urine affords a means of differential 
diagnosis is not sustained by these obser- 
vations, as it was found in both classes of 
cases, being present in twenty-nine out of 
the thirty-six cases of phosphorus poison- 
ing and in thirteen out of fourteen cases 
of acute atrophy of the liver. Other ob- 
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servations relative to changes in meta- 
bolism as expressed by the character of 
the urine were also made, but they are of 
Scientific rather than practical value. 

The most important differences noticed 
were in the pathological anatomy. In 
phosphorus poisoning there was present 
without exception fatty degeneration of 
the liver cells without any, or at most only 
slight, involvement of the other tissue, 
while in acute atrophy of the liver the 
morbid process was apparently an in- 
flammatory disintegration of liver cells 
which was usually associated with inflam- 
matory proliferation of the interstitial 
connective tissue. 

This article is well worthy of careful 
perusal. 


ANTITHYROIDIN TREATMENT OF 
BASEDOW’S DISEASE. 


EULENBERG, of Berlin (Berliner klin- 
ische Wochenschrift, Oct. 30, 1905), re- 
ports seven cases of Basedow’s disease 
treated with antithyroidin, which is the 
blood-serum of thyroidectomized sheep 
preserved with one-half per cent of car- 
bolic acid. He concludes that the prepara- 
tion is to be welcomed in the treatment of 
this disease. Its value, however, is lim- 
ited and its action probably only pallia- 
tive. It will be the task of future clinical 
observers to learn the exact indications 
for the administration of antithyroidin, 
and to ascertain whether it may be best 
given in single large or small repeated 
doses, and how long its use should be con- 
tinued. In the cases under consideration 
it was first given in ascending and then in 
decreasing doses; ten drops three times a 
day was the initial dose; on the third day 
it was increased to fifteen drops, on the 
fifth to twenty, on the seventh to twenty- 
five, and on the ninth to thirty. From 
the eleventh day the quantity was de- 
creased in similar manner. No evil ef- 
fects were produced in any case. The 
changes observed under the use of anti- 
thyroidin were decrease in the size of the 
thyroid, amelioration in the cardiac symp- 
toms, and improvement in the general 
condition. In one case the patient’s con- 
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dition remained absolutely unchanged, 
and in others the improvement was only 
temporary. 

In conclusion Eulenberg states that this 
method of treatment has in no wise re- 





THE THERAPEUTIC GAZETTE. 


placed the ordinary physical and dietetic 
methods, but on the contrary has rather 
emphasized their necessity. He is of the 
opinion that the antithyroid serum has 
quite replaced the milk of thyroidecto- 
mized goats as well as rodagen. 





ETHYL CHLORIDE AS AN ANESTHETIC 
FOR INFANTS. 


To the Lancet of November 25, 1905, 
Murray reports her experience with this 
anesthetic in children. A considerable 
amount of literature has been published 
dealing with the advantages of ethyl 
chloride as a general anesthetic. Opin- 
ions seem agreed as to its merits where 
older children are concerned, but disin- 
clined to advocate its use for very young 
infants. Having used it as a general an- 
esthetic for infants of all ages the author 
has come to regard it as one of the best 
means of procuring an anesthesia of from 
five to fifteen minutes, such as is required 
in an out-patient or surgery practice. It 
appears to be as safe and suitable for 
babies as for older children, and it does 
not produce bad after-effects. Among 
the deaths recorded from this anesthetic, 
only a few have occurred in children and 
none in young infants. She has adminis- 
tered ethyl chloride to 150 infants under 
a year old; for the purposes of these ob- 
servations no cases above that age have 
been included. The youngest cases were 
five and fourteen days respectively, and a 
large proportion of them were from five 
to seven weeks old. Many of them had 
not undergone any preparation at all, and: 
the only precaution taken with regard to 
the others had been to withhold food for 
some hours that morning. They included 
numbers of the weak and _ ill-developed 
children common to hospital out-patient 
departments. Ethyl chloride may be used 
equally well for major and for minor 
operations, but its use in prolonged oper- 
ations is hardly to be recommended, partly 
owing to the waste of the drug by evapor- 
ation, and partly because it has no special 
advantage over chloroform and the A. 
C. E. mixture, when a narcosis of from 
twenty to forty minutes is required. For 
minor surgery, where one is anxious to 
shorten the period of recovery and let the 
child go home as soon as possible, it is 
invaluable. 

It is a successful anesthetic in cases of 











REPORTS ON THERAPEUTIC PROGRESS. 


‘respiratory embarrassment. The author 
prefers it to any other for empyemata and 
the relief of pharyngeal abscess in babies; 
it is also very suitable for tenotomy, 
sounding, circumcision, and the removal 
of adenoids, lipoma, polypi, dermoid 
cysts, or nevi. For most of these opera- 
tions the surgeon is satisfied with an an- 
esthesia of ten or fifteen minutes, and if 
that length of time is insufficient it is a 
simple matter to prolong it a little. When 
there is much work to be done the short 
time necessary for induction is a distinct 
gain to the operator as well as to the in- 
fant. The simplest form of inhaler is the 
best to use; a useful one consists of an 
ordinary shaft on which the face-piece 
and bag fit; the free end is closed by a 
stopper attached by means of a fine chain, 
and the anesthetic is sprayed through this 
opening. To the end of the shaft which 
enters the bag two curved wires are fitted, 
so adjusted as to make a little cage in 
which a small sponge is placed. When 
ethyl chloride is sprayed into a bag of 
the usual size part of it vaporizes, and the 
other part tends to fall to the bottom and 
to vaporize as the patient breathes in and 
out. A young infant does not make a suf- 
ficient respiratory effort to produce the 
necessary amount of vaporization, and for 
this reason induction is often unduly de- 
layed and the anesthesia is not smoothly 
maintained. The sponge inside the bag 
intercepts the anesthetic, and by holding 
it nearer to the child obviates these de- 
fects, making it possible for the patient to 
inhale it more rapidly and without effort. 
The same result is obtained if a bag of 
about half the usual size is employed, but 
it is not always convenient to change the 
bag between the cases. 

A celluloid face-piece is generally pre- 
ferable, since it not only permits the anes- 
thetist to observe the patient more readily, 
but also resists the action of the vapor 
better than rubber. For infants of a few 
days or a few weeks old the author com- 
mences by spraying three cubic centime- 
ters into the inhaler; for those of six 
months and upwards she gives five cubic 
centimeters at once. The mask is then 
approached to the face, but not pressed 
against it, so that the baby has several 
breaths of air and vapor mixed; it is then 
more closely applied seas to exclude all 
air except that which is already in the 
bag, and in a few seconds the child be- 
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comes unconscious. When one is sure 
that the anesthesia is deep and the surgeon 
has made his incision or begun the opera- 
tion, the mask should be removed from the 
face and a few breaths of air should be 
given. If it is desired to continue the 
period of narcosis for some time the mask 
should not be kept off for long, but only 
raised occasionally for air. If the respir- 
ation indicates the lightening of the nar- 
cosis a few more cubic centimeters may be 
added to the bag; on these lines the anes- 
thesia may be indefinitely prolonged. The 
writer thinks it desirable that the induc- 
tion should be as quiet as possible, and for 
this reason she dislikes to have the child 
much restrained. All that is necessary 
is that the nurse or attendant shall pre- 
vent the child from clutching the face- 
piece or bag, otherwise free movement of 
the legs and arms does no harm. Physi- 
cal restraint is annoying to the infant and 
adds to his excitement; in older children 
it produces terror. Respiration is the 
most certain guide as to the depth and 
duration of the anesthesia; it should never 
be disregarded. When the patient is well 
under it is quicker than the normal, is 
deep, rhythmical, and often stertorous; 
when he is coming out it becomes softer 
and more shallow; when an overdose has 
been given it suddenly changes in charac- 
ter, and from being full and deep be- 
comes very soft and short, then after a 
breath or two ceases altogether. The 
pulse is usually hastened, but in many in- 
stances there is no appreciable difference. 
The corneal reflex is abolished very early; 
the pupil in infants is so uncertain that it 
cannot be considered as a sign of any 
value. In older children it seems always 
to dilate; in babies it may be contracted or 
dilated, and the author has observed it 
also to alter more than once during the 
same anesthesia without being able to give 
any reason for the variation. 

The secretion of mucus, especially 
when the anesthesia is prolonged, is not 
as frequent among children in their first 
year as among older children. The au- 
thor has had two cases in which it caused 
inconvenience; both children were cutting 
teeth and had increased salivation at the 
time. No fatalities occurred among these 
infants, but four of them stopped breath- 
ing during the administration. This hap- 
pened when she had comparatively little 
experience in the administration of this 
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particular anesthetic. Since she has 
adopted the method of giving plenty of 
air she has not had any difficulty. These 
four cases occurred during the operation 
for phimosis, during which a deep anes- 
thesia is desirable. Two of the patients 
were vigorous and healthy children, and 
it is possible they were not sufficiently 
deeply anesthetized, and that the suspen- 
sion of respiration was due to surgical 
shock ; the other two were weak and fee- 
ble infants under four months old, and the 
cause remained uncertain. In one case 
respiration was suspended before the oper- 
ation, which was subsequently success- 
fully completed, had been begun. Anima- 
tion was restored by the application of 
brandy and friction to the lips; and 
though in two cases the tongue was drawn 
forward and artificial respiration was re- 
sorted to, there was never any real diffi- 
culty in reviving them, and it was always 
possible to finish the operation. 

Infants probably suffer less than any 
other class of patients from after-effects. 
After a small dose they become conscious 
at once; after a large one they sleep for 
ten or twenty minutes, unless they are in 
pain, when they rouse up sooner. At this 
age vomiting and convulsions as the con- 
sequence of the anesthetic do not occur, 
and the food which the mothers are apt 
to press upon the infants as soon as they 
have been restored to them does not seem 
to cause them any ill effects. Unless they 
are in much pain they are fit to be dressed 
and removed from the hospital in from a 
quarter to half an hour. The author used 
ethyl chloride in one case of intussuscep- 
tion; the child, aged six months, was very 
ill and reduced, and did not require much 
of the anesthetic. The actual operation 
lasted twenty minutes, the administration 
twenty-three minutes, the amount of the 
drug used was 15 cubic centimeters, there 
was no preliminary struggling, the abdo- 
men was well relaxed, and the anesthesia 
was perfectly easy and smooth, the child 
recovering from it almost at once without 
any vomiting, or other unpleasant after- 
effects. In this case ethyl chloride was 
chosen with a view to shortening the nar- 
cosis. 

One of the principal factors in produc- 
ing shock in children is the length of the 
anesthesia; by using ethyl chloride the 
periods of induction and recovery are so 
much shortened as to make an apprecia- 
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ble difference to a patient in a bad condi- 
tion. It is probably the easiest and pleas- 
antest anesthetic to inhale. The smell of 
the drug is not obtrusive, and it is such a 
strong respiratory stimulant that the pa- 
tient does not require to make any effort; 
on the contrary, it promotes respiration 
against his will. Herein lies its chief dan- 
ger, for if large doses overstimulate the 
respiratory center and cause a tonic con- 
traction of the diaphragm, the patient may 
die from paralysis of the respiration. 
This event is liable to occur soon after 
induction, the heart remaining unaffected. 

The alternative anesthetic for babies is 
chloroform and its mixtures, which entail 
a certain amount of risk for very young 
and very weak infants. The depressing 
action of the heart, the tendency to vomit 
or retch during induction, and the excite- 
ment produced add to the ordinary risks 
in these cases. The length of the narcosis 
and especially of the recovery period are 
serious disadvantages, and the danger of 
confiding these children to the care of an 
inexperienced guardian afterward is con- 
siderable. At this age ethyl chloride is 
not liable to cause vomiting or retching 
and the period of excitement is reduced to 
a minimum. Further, there is practically 
no risk in sending the children away in 
unskilled hands, all of which advantages 
will no doubt tend to popularize its use 
for infants. 





USE OF ALCOHOL IN FEVERS. 


In the Clinical Journal of November 
22, 1905, HuTCHISON asserts that alcohol 
is more largely used in the treatment of 
fevers than in any other disease. The 
fashion in this respect was set by Todd, 
who often employed it in heroic doses, 
and since his day it has become the cus- 
tom to prescribe it in cases of fever of 
any prolongation almost as a matter of 
routine. That the physiological proper- 
ties of alcohol entitle one to expect that it 
will prove useful in febrile conditions 
there can be no doubt. Its power of dilat- 
ing the surface blood-vessels, to which 
reference has already been made, causes 
it to be, to some extent at least, an anti- 
pyretic, whilst its capacity of lessening the 
destruction of body-fat renders it a means 
of restraining tissue waste. The author 


believes, however, that most of us, when 
we order alcohol in a case of fever, have 
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little thought in our minds of such modes 
of action as these. It is, without doubt, 
for its supposed stimulating properties 
that alcohol is usually prescribed for feb- 
rile patients, and the organ which we 
mostly wish to stimulate is the heart. 
While saying this the author does not 
wish to call in question the wisdom of the 
elders in our profession nor to pose as an 
iconoclastic upsetter of established prac- 
tice, but merely wishes to ask, Are we sure 
that alcohol is capable of stimulating the 
heart in fever? He has pointed out in his 
paper that many physiologists deny that 
alcohol has any power of directly stimu- 
lating the heart at all, and only adds that 
recent and careful observations (Cabot in 
America) showed a surprising inertness 
of alcohol, as regards the circulatory sys- 
tem generally. But yet he thinks it must 
often have fallen to the lot of every one 
here to see a rapid, feeble, and irregular 
pulse in a febrile patient become slower, 
steadier, and more regular in its beat un- 
der the judicious administration of alco- 
holic stimulation. How, then, are we to 
explain this apparent contradiction? The 
author suggests that the explanation may 
be found in the action of alcohol on the 
nervous system. It may well be that the 
beneficial influence of alcohol on the heart 
in fever is exerted through the medium of 
its nervous apparatus, and not upon the 
heart directly. By slightly narcotizing 
the nervous mechanism which presides 
over the movements of the heart it may 
render the latter insusceptible to the influ- 
ence of high temperature and the toxins 
of fever, and so enable it to maintain the 
even tenor of its way unaffected by dis- 
turbing influences. Be this as it may, no 
good clinical observer will deny that in 
many cases of fever with failing circula- 
tion alcohol is useful, and may even in- 
deed be the only means of saving life. 
But its use should be reserved for such 
cases. Fever alone is no imperative indi- 
cation for its administration, and its rou- 
tine use is to be deprecated on all grounds. 

The author believes he is right in’ say- 
ing that it is in the septic fevers that alco- 
hol seems to exert its happiest effects. 
Here again we are in disagreement with 
the experimentalists; for all bacteriolog- 
ical observations unite in showing that 
alcohol tends to lessen rather than to in- 
crease the power of the organism to resist 
infection, whilst the liability of chronic 


203 


alcoholics to suffer severely from septic 
processes is notorious. In reply to this 
the author only repeats that we are not 
compelled to accept the results of experi- 
ments on the lower animals in such a sub- 
ject as this as being directly applicable 
to man, whilst the fact that chronic alco- 
holism lowers tissue resistance and dama- 
ges the kidneys is no argument against a 
possibly beneficial action of the drug in 
otherwise healthy persons. So long as 
we believe that patients suffering from 
erysipelas, septicemia, puerperal fever, 
and the like derive benefit from alcohol, 
so long we are justified in continuing to 
use it. 

As regards the mode in which alcohol 
is to be administered in fever, there is 
perhaps too great a tendency to give it 
always in the form of spirits. In acute 
cases and where large doses have to be 
given that form is convenient, but in the 
more chronic cases—e.g., in typhoid— 
there is something to be said for the more 
nutritive forms, such as the malt liquors. 
If spirits are used, a good whisky is cer- 
tainly preferable to an inferior brandy; 
although if the effects of the ethers are 
desired good brandy is best of all. In 
deciding at what intervals the dose is to 
be repeated, we should avoid routine in- 
structions and take the pulse as our guide, 
any signs of flagging of the heart being 
an indication for repetition. 





THE MECHANISM AND TREATMENT OF 
THE ATTACK IN SPASMODIC 
ASTHMA. 

Morison contributes his views on this 
subject in the Lancet of November 25, 
1905. Two years ago he had occasion to 
treat two adolescent patients in the same 
family, who had manifested an asthmatic 
tendency which was easily provoked by 
mild catarrhal fever. Their attacks of 
typical spasmodic asthma at times reached 
a high degree of severity and persisted for 
some days. It was deemed advisable to 
remove them from London to a watering- 
place in. the south of England, and this 
was done, with temporary benefit. There 
was, however, while there a recurrence of 
the affection in both cases, and simultane- 
ously, in a degree never before witnessed 
and for a longer period. The full clinical 
picture of asthma was exhibited, inspira- 
tory inflation gradually overpowering ex- 
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piratory effort and leaving the patients 
fixed and breathless. He was asked to 
meet the physician then in charge of the 
cases, which had given him much anxiety 
and demanded the constant attention of a 
very busy man. Drugs had proved use- 
less; even repeated hypodermic injections 
of morphine had failed. 

As he sat by the bedside and observed 
the bulged chests and dilating nostrils of 
the patients, the thought occurred to him 
to do for the patients what they evidently 
could not do for themselves—namely, aid 
their expiratory efforts in their struggle 
with the overmastering inspiration. With 
one hand on the back and the other on the 
front of the chest, he emptied it with a 
prolonged wheeze at the end of each in- 
spiration. As the chest rose with inspira- 
tion he raised his right hand, merely leav- 
ing the tips of his fingers on it, and when 
expiration should have occurred brought 
down the whole hand on the chest and 
squeezed air out, as one might water 
from a sponge. After several maneuvers 
of this kind the patients expressed relief 
from the sense of strain and stifling, and 
the nurses were directed to use like com- 
pression whenever dyspnea became great. 
The relief gained by their efforts was, 
however, stated to be not so great as 
when the author personally carried out 
the maneuver. This was natural, for the 
procedure was new to the nurses, and ef- 
fective action requires a clear conception 
of the principle involved and some knowl- 
edge of the organs manipulated. Al- 
though the distress of the attack was tem- 
porarily ameliorated in these cases by this 
means the asthmatic condition persisted, 
and was manifestly largely neurotic, as 
such attacks frequently are. A few days 
later the patients were removed to Lon- 
don, and have been little affected since. 

During the last two years the author 
has had frequent opportunity of testing 
the utility of artificial expiration in the 
treatment of the attack in spasmodic 
asthma, and has never failed to relieve 
more or less the sense of thoracic oppres- 
sion, judging from the statements of the 


sufferers and their visible easement of ° 


breathing. It is noteworthy that the 


amount of wheezing denoting this expira- 
tion by compression is greatest at the 
commencement of the maneuver and di- 
minishes as it is continued in recent cases. 
Young subjects having greater elasticity 
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of rib are those who most rapidly gain 
relief, but even in older people with stif- 
fened chests the author has found com- 
pression by one hand over the thorax and 
the other over the epigastrium, lower ribs, 
or preferably over the right hypochon- 
drio-epigastric region, procure relief from 
the thoracic anxiety attending preponder- 
antly inspiratory fixation of the chest. 

A patient, fourteen years of age, who 
consulted the author at the Great North- 
ern Central Hospital, had been asthmatic 
since she was three years old, and showed 
the well marked secondary changes in the 
shape of the chest which such cases ex- 
hibit.. The whole chest was rounded, the 
upper portion of the anterior thorax 
raised as in inspiration, and the lower 
part contracted by the action of the de- 
pressed diaphragm. When first seen she 
could hardly breathe—she had an attack 
of spasmodic asthma—and complained of 
pain across the chest. After her chest was 
emptied of surplus air she lost all thoracic 
distress. She has taken no medicine since 
last seen, and her mother states that she 
has been able to relieve her by thoracic 
compression when she has had any threat 
of an attack. The author does not believe 
we can attribute these results to “sugges- 
tion.” The anatomical conditions requir- 
ing the maneuvers are too well marked, 
and he did not in any way suggest when 
he began to operate that the result would 
be to relieve the patient. 

All the author claims for this simple 
procedure is amelioration of distress dur- 
ing the attack in spasmodic asthma with- 
out the use of the more powerful drugs 
which depress and nauseate. Properly in- 
structed, a nurse or relative, as in the case 
just mentioned, can carry out the maneu- 
ver for a sufficient length of time to af- 
ford much relief to the patient. 

The title of this paper indicates its 
scope. The author does not enter into a 
description of the more complete treat- 
ment of asthma in the intervals between 
the attacks by endeavoring to remove, as 
far as possible, such general and particu- 
lar or idiosyncratic causes in individual 
cases. Nor does he at present enter into 
the further uses of expiratory compression 
as an adjuvant means of treatment in 
some other pulmonary states. But it will 
be evident that manual compression of the 
chest may be of service in all conditions 
in which, from disease or disturbance, 




















more or less emphysema—that is, more or 
less diminished expiration—is present. 
Even in more chronic conditions increased 
suppleness of costovertebral movement 
may be secured by persistent manipula- 
tion, and breathing thus rendered more 
easy. This increase of costal movement 
the author has witnessed in an elderly pa- 
tient with comparatively fixed ribs, whose 
abdomen he had occasion to maintain 
strapped after paracentesis abdominis. 
The author mentions in addition that a 
patient has volunteered the remark that 
it seemed to “bring the phlegm into the 
throat without coughing,” and indeed ex- 
piratory compression is a mode, though 
not an explosive or sudden mode, of 
coughing. In spasmodic asthma the indi- 
cation for the maneuver is so manifest 
that the author is surprised it did not 
occur to him to use artificial expiration 
sooner, and as all to whom he has men- 
tioned the matter appeared to be ignorant 
of its utility and employment, and, more- 
over, as he has not met with it in the lit- 
erature of the subject, he has taken this 
opportunity of bringing it before the no- 
tice of members of the profession. 





THE RATIONAL USE OF 
FOODS.” 


“INFANTS” 


In the course of an article bearing this 
title, and published in the Clinical Journal 
of November 22, 1905, SUTHERLAND 
after pointing out the evils of these foods 
says that apart from actual illness there 
are times when fresh cow’s milk is not 
obtainable, as on board ship or on a long 
railway journey. Again, fresh milk may 
be obtainable, but there may be an epi- 
demic in the neighborhood, and the milk 
supply may have fallen under suspicion. 
In such cases the physician will be called 
on to advise, and condensed milk of a 
good brand is probably the best temporary 
substitute for a healthy infant. 

In all cases in which these more or less 
unnatural foods are being used certain 
rules of procedure ought to be followed 
as safeguards both of the infant’s health 
and the doctor’s reputation. 

1. In acute illness a return to natural 
feeding should be made before the patient 
is discharged. 

2. In chronic illness no “infants’ food” 
should be continued longer than is abso- 
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lutely necessary. If the infant is appar- 
ently thriving well on the food, it will in 
all probability actually thrive better on a 
fresh milk diet. 

3. In all cases in which a predigested 
or preserved food has been used for more 
than two weeks, orange or grape juice 
(half an ounce) in water should be given 
daily to avoid the risk of scurvy. 

4. Under similar circumstances the ad- 
dition of fresh cream or cod-liver oil to 
the diet should be made us soon as possi- 
ble, because the fatty element is usually 
deficient in all “infants’ foods” (as pre- 
pared for use), and is specially essential. 





PROSTATECTOMY. 


LoumEAu (Annales des Maladies des 
Organes Génito-Urinaires, vol. ii, No. 
12, 1905) has performed 29 perineal pros- 
tatectomies and 10 suprapubic operations ; 
27 of the 29 were done by morcellement, 
2 by enucleation. There were no oper- 
ative deaths, though one case died of 
hemorrhage and congestion of the lungs 
thirteen hours after the operation. Of 
the 28 operative cures, 15 completely re- 
covered the power of urination and had 
no complications of any kind. One died 
in two years from septicemia incident 
to a persistent urointestinal fistula ac- 
companied by the recurrent production of 
vesical calculi. Of the remaining 12, 2 
had wounds of the rectum which were 
immediately sutured without further in- 
cident; 4 others presented urethrorectal 
fistula; 3 recurrent urethroperineal fistula ; 
3 weakness of the compressor urethrz 
muscle, giving feeble control over the 
urine; 1 severe phlebitis involving both 
legs, together with urethrorectal fistula. 
Three of the cases still presented the 
power of erection, 15 had lost it since 
operation, 9 others lost it before opera- 
tion and had no improvement afterward. 

Of the 10 suprapubic prostatectomies 3 
were partial; of the 7 total operations 1 
died in nine days. The other cases re- 
covered without accident or complication, 
and two of them (seventy-seven and 
eighty-two years old respectively) who 
had erections before operation still pre- 
served them. The author concludes that 
the suprapubic operation is the one of 
choice. He strongly urges that very large 
drainage-tubes should be employed. 
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RESECTION OF THE UPPER JAW FOR 
SARCOMA. 


The technique of this operation is 
spoken of by SermpeL (Deutsche Zeit- 
schrift fiir Chirurgie, Band |xxx, Heft 
3) apropos of a case reported. 

The best incision splits the upper lip 
in the center, skirts the nose to the in- 
fraorbital ridge, and thence passes down 
and out as far as required. These flaps 
are turned back from the bone entirely. 
The maxillary sinus is chiseled through 
on its anterior wall, the suture of the 
pterygoid processes separated on _ both 
sides, the nasal septum divided, the pal- 
ate thus mobilized bent down as if on a 
hinge. The soft palate is then cut 
through and all soft parts separated. If 
necessary the zygomatic processes may be 
removed also. Extreme hemorrhage may 
be avoided by temporary ligation of the 
external carotid on both sides, which is 
not dangerous, but as hemorrhage may 
follow the removal of the ligature it is 
ordinarily inadvisable. The carotid may 
be ligated permanently between the su- 
perior thyroid and lingual, as here there 
is no danger of hemorrhage from a too 
rapid formation of collateral circulation. 





AFTER ABDOMINAL 
SECTION. 


PNEUMONIA 


A complete consideration of the causes 
and avoidance is given by BIBERGEIL 
(Archiv fiir klimsche Chirurgie, Band 
Ixxvili, Heft 2), who believes that 
it is generally aspiration infection. The 
irritation of the lungs by the ether is 
often spoken of as a cause, but this idea 
is largely overthrown by the fact that 
pneumonia is quite as common after op- 
erations with local anesthesia. The low- 
. ering of the temperature by the anesthetic 
and the chilling from exposure are im- 
portant, as is the lessened power of the 
lung to free itself from mucus owing to 
the loss of reflex action and coughing. 
On this latter account operations on per- 
sons with bronchitis are very dangerous. 
The general weakness and the cardiac 
weakness and anemia are also important 
factors. As to the mode of infection, 


this is generally from aspiration of fluids 
in the mouth or bronchi owing largely to 
stagnation from the position on the back 
Pulmonary embo- 


and loss of reflexes. 
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lus is rare. Infection by suction of 
lymph from the peritoneum may affect 
the pleura, but hardly the lung. Finally 
the lessened air movement from abdomi- 
nal pain after operation aids materially 
in rendering the subject susceptible. 

The means of avoiding pneumonia are: 
Cure all respiratory diseases before op- | 
erating; wash the mouth and stomach 
beforehand and give no food before; keep 
the head turned to one side to prevent 
aspiration of saliva; avoid chilling by 
keeping the abdomen covered with hot 
compresses; instruct patients to breathe 
deeply in spite of pain; and let them 
sit up as soon as possible. 





TREATMENT OF A CASE OF DELAYED 
UNION IN FRACTURE OF THE 
TIBIA AND FIBULA. 


KomMMEL (Medical Record, Dec. 16, 
1905) reports the case of a man aged 
thirty who had suffered a fracture of the 
tibia and fibula which had not healed 
after eight weeks of treatment as ordi- 
narily applied to such cases. The writer 
then instituted treatment which consisted 
in the production of venous hyperemia at 
the point of fracture by means of the 
application of roller bandages above and 
below the seat of injury. The conges- 
tion was allowed to remain for two hours 
daily. Phosphorus, gr. 1-100, in pill 
form, was given three times a day. This 
treatment was kept up for thirty days. 
At the end of the first two weeks the 
patient was encouraged to walk about 
with the aid of crutches after the ban- 
dages were removed and the local conges- 
tion had disapeared. At the end of the 
third week canes were substituted, and 
finally, at the end of thirty days, the 
patient was able to bear the whole weight 
of his body on his broken leg. 





THE CLOSURE OF DEFECTS IN THE 
SKULL. 


After injuries in which part of the 
skull is lost, Suttan (Deutsche Zeit- 
schrift fiir Chirurgie, Band |xxx, Heft 3) 
recommends the covering of the defect 
by a piece of bone taken from near by, 
including only the outer table and still 
attached by the periosteum. He reports 
a case in which rapid healing resulted. 
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COCAINE AND ADRENALIN-COCAINE 
ANESTHESIA. 


A long and careful series of experi- 
ments by SIKEMEIER (Archiv fiir klin- 
ische Chirurgie, Band Ixxvii, Heft 2) 
shows that contrary to some recent teach- 
ing, adrenalin, injected with, or even be- 
fore, cocaine does not lessen its toxic 
action. Similar doses with and without 
adrenalin had the same effect, and the 
fatal dose was the same also. The effect 
of the cocaine was not at all increased 
by the addition of adrenalin, and just as 
much cocaine was required if adrenalin 
was added as without it. The anemia 
produced by the adrenalin is, however, a 
great advantage, and it should always 
be used when hemorrhage is feared. The 
increase of medullary anesthesia by the 
addition of adrenalin is due to the anemia 
of the cord, which in itself produces anes- 
thesia of the limbs. Zeigon showed that 
adrenalin alone injected beneath the dura 
produced this effect. 





EFFECT OF SECTION ON 


FUNCTION. 


THE RENAL 

In four cases EKEHORN (Archiv fiir 
klinische Chirurgie, Bd. xxviii, H. 1) 
found by comparison of urine from the 
two kidneys collected simultaneously that 
the operation of splitting the kidney lon- 
gitudinally itself had no effect on the 
secretive power of the kidney, as shown 
by tests made several months after opera- 
tion, the freezing-point and urea content 
of the urine from each kidney being equal. 





LIGATURE OF THE HEPATIC ARTERY. 


After stating that the anatomy of cats 
and dogs is enough like that of man to 
permit results of experiments to be com- 
pared to surgical results, HABERER (Ar- 
chiv fiir klinische Chirurgie, Bd. \xxviii, 
Heft 3) details experiments which show 
that the hepatic artery may be safely 
ligated between the giving off of the 
splenic artery and the gastrica dextra, 
as the communication of these is free 
enough to assure a collateral circulation. 
If the hepatic artery has been long ob- 
structed, e.g. by aneurism, it will prob- 
ably be safe to ligate the hepatica propria, 
as the branches from the diaphragm will 
generally be enlarged enough to nourish 
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the organ. There is no danger from 
ligation of small branches in the liver, 
and this may be done to prevent hemor- 
rhage in partial resection of the liver. 
In the normal condition ligation of the 
arteria hepatica propria leads to total ne- 
crosis and death. 





EXPERIMENTAL DECAPSULATION OF 
THE KIDNEY. 

Favorable results are reported by 
Martin (Archiv fiir klinische Chirurgie, 
Ixxviii, No. 3), who finds the collateral 
circulation much freer after this oper- 
ation, specially good results being ob- 
tained if the kidney was placed inside the 
peritoneum or attached to the omentum. 
The renal vein or artery may be safely 
ligated several weeks after decapsulation, 
though not before. The veins may even 
be tied on both sides at once, although 
normally this is always fatal. The same 
is true of ligation of artery and vein of 
one kidney. He gives detailed reports of 
microscopic studies, which show that al- 
though the new-formed capsule is denser 
if the perirenal fat is removed the vas- 
cular conditions are no better. 





THE TREATMENT OF WOUNDS WITH- 
OUT DRESSING. 

A striking innovation is proposed by 
GrosER (Miinchener medicinische Woch- 
enschrift, No. 49, 1905) in the treatment 
of aseptic wounds, especially those follow- 
ing operations. Believing that dried clot- 
ted blood was impervious to germs, as 
shown by the healing of cuts without any 
treatment, he has for several years left 
all wounds which could be closed com- 
pletely, even laparotomy wounds, without 
dressing of any sort, permitting them to 
dry in the air. After drying they may be 
covered with gauze for appearance sake, 
but this covering has no influence on the 
wound. There is no danger of infection 
from the air, and there are fewer stitch 
abscesses than when the wounds are 
dressed. 

As regards amputations he considers it 
wise to immobilize the nearest joint by a 
plaster-of-Paris bandage which ends 
about six inches above the stump, and in 
which is placed a strip of stiff pasteboard 
which extends around beyond the end of 
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the limb in a V-shape and protects the 
wound, which is not bandaged. It is use- 
less to apply a tight bandage over the 
stump to cause better apposition, as the 
flaps move when the bandage is changed 
and thus union is delayed. If drainage 
is necessary it is best to close the wound 
entirely and make a small opening in the 
skin about an inch from the wound, 
through which a glass drainage-tube is 
pushed to the required depth. In this 
case some dressing is necessary, but the 
lighter the better. In operations on bones 
it is best to immobilize the contiguous 
joints by plaster bandages before operat- 
ing. 

The author lays great stress on touch- 
ing the wound as little as possible with 
the fingers, and he always uses rubber 
gloves. 





A DANGER IN THE USE OF MERCURIAL 
VESICAL LAVAGE. 


By means of clinical and experimental 
facts BARTRINA and OLIVER (Annales 
d. Mal. d. Org. Génito-urin., vol. ii, No. 
12) show that it is dangerous to use salts 
of mercury (the oxycyanide was used in 
their experiments) for lavage of the blad- 
der in persons who are taking iodides, as 
the latter form a very: irritating com- 
pound with the mercury and thus give 
rise to severe cystitis. 





INTRAPERITONEAL RUPTURE OF THE 
URINARY BLADDER: RECOVERY. 


Cook (Annals of Surgery, December, 
1905) records the case of an adult whose 
bladder had been ruptured by falling 
from a height. When seen by the writer 
fifty hours after the accident the patient 
was in collapse. On opening the abdo- 
men the belly cavity was found to be 
filled with urine, the quantity being more 
than a gallon. This was mopped out. 
The bladder was pulled up into view, and 
found to have a transverse rent 2% 
inches long. This was closed with two 
rows of continuous suture of heavy cat- 
gut. The peritoneal cavity was irrigated 
with five gallons of normal salt solution, 
and a wick was left in for drainage. Four 
hours after operation the patient voided 
urine naturally. Recovery was rapid and 
complete, and the patient was discharged 
in five weeks. 


ARTERIOVENOUS ANEURISM OF THE 
OCCIPITAL VESSELS. 


CusHinGc (New York and Philadel- 
phia Medical Journal, Dec. 23, 1905) re- 
ports the case of a man of thirty-one who 
had been injured on the back of his head 
by a fall in 1898. Two months after the 
injury a small pulsating swelling appeared 
at the site of the wound. The swelling 
became gradually larger and more un- 
sightly, and a thrill could be detected in 
it. In April, 1905, a surgeon ligated the 
left occipital artery just below the mas- 
toid process. This caused great reduction 
in the size of the tumor, but the relief was 
only temporary, the mass returning in a 
few months to its original size, being 
about 5 centimeters in diameter and ele- 
vated about 2 centimeters above the sur- 
rounding scalp. From this there radiated 
to a considerable distance several greatly 


‘dilated and pulsating veins. Operation 


was performed on August 9, 1905, and 
consisted of ligation of the left external 
carotid artery and excision of the aneuris- 
mal sac. The external carotid artery was 
ligated because it was thought that other 
means of controlling hemorrhage would 
be unavailing. After the ligation of the 
external carotid there was immediate 
diminution in the pulsation of the varix, 
but pulsation could still be felt in the 
temporal artery and in the suboccipital 
region. This was probably due to the 
free anastomosis from the opposite side of 
the head, which may have become estab- 
lished after the original ligation of the 
occipital artery. 

A long (20 centimeters) crescentic in- 
cision was then made through the scalp, 
curving from the left parietal eminence 
backward and downward toward the 
midline of the occiput, and then outward 
to the left side of the neck below the 
mastoid process. The bleeding from this 
incision was considerable, and the vessels 
which were divided were so large that 
they could with difficulty be picked up 
with the usual hemostatic forceps; it was 
necessary to make use of transverse, 
broad-bladed forceps, which could catch 
the vessels and entire thickness of the 
scalp. The flap of scalp, including the 
dilated vessels which it held, was then 
retracted strongly to the left and dis- 
sected off from the aponeurotic layer. 
The fear that some large emissary ves- 
sels might have formed between the di- 
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lated and pulsating veins of the scalp and 
those of the diploe, or even with those of 
the cranial chamber itself—a condition 
which would have added greatly to the 
hazard of the operation—proved un- 
founded. At the upper and lower angles 
of the wound the main trunks of the tem- 
poral and occipital arteries were then ex- 
posed and divided between two ligatures, 
and from the under side of the flap the 
entire mesh of dilated vessels was dis- 
sected away. The flap was replaced and 
the scalp sutured, as many bleeding 
points as possible having been secured. 
It was hoped that the pressure of the 
bandage might suffice to control the 
venous oozing, which continued partly 
uncontrolled. A small “protective” drain 
was left at the midpoint of the curved 
incision, and a provisional suture was 
placed at this same spot. 

Forty-eight hours later the wound was 
dressed ; all of the sutures were removed; 
the drain was withdrawn and the pro- 
visional suture tied. There had been no 
accumulation of blood under the large 
flap, which adhered tightly to the skull; 
the wound healed perfectly without reac- 
tion. 

A careful dissection of the tissues re- 
moved showed a direct communication 
between the artery and the vein. 





A NEW OPERATION FOR ISCHURIA. 


ANDREWS (Annals of Surgery, De- 
cember, 1905) describes an operation for 
overcoming the difficulty of urination in 
prostatic enlargement which he says may 
be called a prostatolysis or displacement 
of the prostate from between the jaws of 
the pubic rim to a looser position from 
behind and below. This involves the 
practical destruction of the urogenital 
diaphragm to the extent that it no longer 
forms the transverse musculoligamentous 
septum or floor holding or compressing 
against the bone the neck of the bladder 
and the prostatic portion of the urethra. 
The author’s conclusions. are as follows: 

1. The male pelvic outlet is a narrow, 
bony, ligamentous triangle, often too 
small for the senile prostate. 

2. The overgrown prostate would not 
obstruct the bladder were it not com- 
pressed between the jaws of the pubic 
rami. 
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3. The triangular ligament and uro- 
genital diaphragm hold the bladder neck 
and prostate immovably between these 
bones. 

4. On cutting away these bands the 
constricted overgrown mass falls back 
into a wider space, and ceases to be ob- 
structive. 

5. Incidentally, great relief of rectal 
reflexes and spasm results. 

6. The retroprostatic pouch is abol- 
ished, and the bas-fond becomes a true 
funnel, with its outlet at the lowest point. 

7. The author’s technique is simple. 
He has borrowed one step, that of the 
deep hemostasis, from vaginal hysterec- 
tomy. 


SARCOMA OF THE BLADDER. 


DarRtiInG (Annals of Surgery, Decem- 
ber, 1905) reports the case of a male 
patient, four years of age, admitted to the 
hospital in July, 1902, because of diffi- 
cult urination. The urine was found to 
have a thick, heavy deposit, which con- 
sisted mainly of pus. Urine could be 
passed voluntarily only when the bladder 
was very full, and then urination was 
painful. A median perineal lithotomy in- 
cision was made and a rubber tube in- 
serted for drainage. The bladder was 
irrigated twice daily with normal salt 
solution. The cystitis rapidly subsided 
and the wound healed. A few days later 
the difficulty in passing urine returned, 
and the patient grew much worse. In 
November the condition of the patient 
was so bad that a second median perineal 
incision was made, and through it a mass 
could be felt. A suprapubic incision was 
also made. It was then found that there 
was attached to the posterior wall and 
base of the bladder a soft, friable mass as 
large as an apple. This tumor was ex- 
cised and found to weigh 8 ounces. Micro- 
scopic examination showed the tumor to 
be a myxoliposarcoma; it was probably 
congenital. Within a short time the pa- 
tient left the hospital apparently cured, 
but it was necessary to operate again in 
June, 1903, when a tumor much firmer 
and larger than the previous one was 
found. This was nearly all removed, and 
proved on examination to be a myxosar- 
coma. The patient again recovered, but 
returned in August with very urgent and 
distressing symptoms. The bladder was 
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again opened above the pubis, exposing 
a large growth. This was in great part 
removed, together with a portion of the 
bladder wall from which it grew. Death 
occurred in November, 1903. The au- 
thor’s case makes the eighteenth one on 
record. Of eight cases operated upon 
only one lived. The results so far ob- 
tained by operation would indicate that 
the only hope of success in these rare 
cases lies in the entire removal of the 
bladder. 





PROSTATIC AND PERIPROSTATIC AB- 
SCESS—TREATMENT. 


ALEXANDER (Annals of Surgery, 
December, 1905) discusses various fea- 
tures of prostatic and periprostatic ab- 
scess, and sets forth reports of eight cases 
from his own practice. The author treats 
all forms of prostatic abscess by opening 
them into the prostatic urethra through a 
median perineal incision. He is con- 
vinced that this operation is sound in 
principle, with less danger to the patient 
than any other method. 

The patient is placed in the lithotomy 
position; the membranous urethra is 
opened upon a staff; the prostatic urethra 
is dilated and explored by the finger; a 
finger of the other hand is passed into the 
rectum, and between the two fingers the 
extent of the abscess cavity can be de- 
fined. It is easy to appreciate by the 
sense of touch the part of the prostatic 
urethra over the abscess cavity; and the 
openings when the abscess has discharged 
spontaneously into the urethra can be felt 
easily. The abscess is opened by tearing 
with the finger through the mucous mem- 
brane; its cavity is explored, any fibrous 
bands which traverse it are broken down, 
its floor is made level with the floor of 
the urethra, and the opening in the ure- 
thral wall is enlarged sufficiently to in- 
sure thorough drainage. A catheter, No. 
28 F. or No. 30 F., is introduced through 
the perineal wound into the bladder, and 
is retained by tapes fastened to a waist- 
band. One or two strips of gauze are 
passed alongside of the tube to the edge 
of the abscess cavity, but the latter is not 
packed. The tube and gauze are removed 
on the third day, sometimes on the sec- 
ond. The case is then treated as a 
perineal section. The patient passes all 


urine through the urethra before the end 
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of the second week; the perineal wound 
is healed at the end of the third or fourth 
week. Some cases require treatment of 
the posterior urethra for a short time 
after the complete closure of the perineal 
wound. 

In cases of periprostatic abscess in 
which the pus is above the triangular 
ligament, the abscess cavity is. opened 
and explored by the finger through the 
perineal incision; this is possible provided 
the floor of the membranous urethra is 
thoroughly cut to the apex of the prostate 
so as to divide the lower border of the 
triangular ligament. A large abscess be- 
tween the rectum and the prostate is to 
be drained by a tube; this is removed at 
the end of twenty-four or forty-eight 
hours. When the abscess has extended 
into the ischiorectal fossa an additional 
incision is necessary to drain this space. 
Perineal abscess beginning in or about 
Littre’s or Cowper’s glands or the intra- 
bulbar glands should be similarly treated. 





SCOPOLAMINE IN OBSTETRICS. 


LAUREUDEAU (L’Union Médicale du 
Canada, vol. 13, No. 1) has employed 
scopolamine for the relief of the severe 
pain attendant on childbirth, and believes 
that when the suffering incident to this is 
prolonged for more than an hour, and is 
severe, scopolamine is the best drug to 
use. In case of need he repeats the dose 
at intervals of three to six hours. The 
patients awake after an almost continu- 
ous sleep of twelve to eighteen hours, 
cheerful, normal, and content. He has 
thus treated fifteen cases without compli- 
cation on the side of the mother, though 
possibly the period of expulsion was 
somewhat retarded. Dilatation of the 
neck of the uterus seemed to be rather 
favored by this modern anesthetic. The 
results were not quite so satisfactory 
from the standpoint of the child. It was 
noted that the latter seemed stupid. In 
one out of four cases artificial respiration 
was needful before this function became 
established, and moreover sudden mo- 
tions were more efficient in attaining this 
end than rhythmic traction on the tongue 
and other well known methods of respira- 
tion. The pupils of these children were 
slightly dilated. The sleep in which these 
children were born did not last more than 
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one hour.. The drug used was bromo- 
hydrate of scopolamine in doses of 1/50 
grain hypodermically, associated with 
morphine sulphate 1/5 grain. 

It is worthy of observation that Lau- 
reudeau states that in all the cases in 
which he used scopolamine he employed 
forceps or version, and during the opera- 
tive act he supplemented this drug by the 
use of a few drops of chloroform. 





CRYOSCOPY OF THE URINE IN ONE- 
SIDED KIDNEY DISEASE. 


Little value is ascribed by Kock 
(Arch fiir klinische Chirurgie, Bd. 
Ixxxill, H. 3) to cryoscopy of the urine, 
as he finds it as high as —0.61 in uni- 
lateral disease in which ureteral catheter- 
ization was performed, showing a nor- 
mal secretion from the healthy kidney, 
and in which nephrectomy was performed 
with complete success. He attributes the 
poor results to greater normal variation 
than is usually taught. He believes the 
normal freezing-point of the urine varies 
from —0.52° to —0.60°, instead of from 
—0.56° to —0.58°. 





EMPYEMA. 


Roy (L’Union Médicale du Canada, 
vol. 18, No. 1) calls attention to the fact 
that empyema of the maxillary sinus is 
not necessarily analogous to synovitis, 
since the pus may readily take origin from 
one point and be poured into the cavity, 
whilst in sinusitis the inflammation of 
the space itself contributes the purulent 
contents. 

In the diagnosis of maxillary sinusitis 
the careful examination of the nose and 
the teeth is advisable. Pus can sometimes 
be seen coming from the middle meatus. 
The so-called Frankel’s sign is sugges- 
tive. The diagnosis is confirmed by 
thoroughly cleansing the nose, after 
which the patient is directed to bend the 
head well forward. The escape of pus 
from the middle meatus strongly sug- 
gests empyema of the maxillary sinus. 
Illumination and_transillumination by 
means of an electric lamp in the mouth 
will show a difference between ‘the two 
sides of the face. Moreover, during this 
illumination the pupils should be lumin- 
ous. If one is obscured it is likely to be 


due to pus in the antrum cutting off the 
rays of light. The patient himself can 
perceive this transillumination. He 
should perceive the light equally with 
either eye. Puncture as a final and use- 
ful test may be practiced with a curved 
trocar and cannula introduced into the 
inferior meatus for a distance of- about 
1% inches, then driven outward through 
the nasal wall into the sinus. Irrigation 
through the cannula will reveal the pres- 
ence of pus. 

As to treatment, empyema usually re- 
quires the removal of the exciting cause, 
which as a rule is an abscess at the base 
of a tooth or an alveolar necrosis. There- 
upon the sinus is emptied of its purulent 
contents, irrigated with mild antiseptic 
solution, and is drained. When _ the 
empyema is of nasal origin the puncture 
should be made from the inferior meatus, 
since it is extremely difficult to wash this 
cavity through its natural opening. 

As a cause of empyema, or associated 
with it, there may be a true maxillary 
synovitis characterized by beginning de- 
generation of the lining mucous mem- 
brane, often associated with polypoid out- 
growths. For the cure of a chronically 
inflamed mucous membrane curettement 
and thorough drainage will be required. 
This may be accomplished by an ablation 
of the anterior portion of the inferior 
turbinal and a large opening into the 
sinus by resection of the lateral wall of 
the nasal cavity. This opening should be 
large enough to admit the finger. 
Through it a thorough curettage and 
packing of the sinus is practiced, fol- 
lowed by application of chloride of zinc. 
This operation may be practiced under 
local anesthesia. It is open to the objec- 
tion that it gives imperfect access to the 
sinus, and hence curettage cannot be com- 
plete. The operation preferred by Roy 
is a combination one, and consists in rais- 
ing the mucous membrane of the cheek 
opening through the anterior wall of the 
sinus by means of a gouge; cleansing the 
cavity thoroughly, using for this purpose 
small curettes which can reach every 
angle and recess; removal of the inferior 
turbinal bone, and the formation of a 
free communication between the nose and 
the sinus; cauterization of the sinus with 
a 1-to-20 solution of chloride of zinc and 
drainage by means of iodoform gauze, 
the cheek wound being closed by suture. 
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Reviews. 








A Pocket Formutary. By E. Quin Thornton, 
M.D. Seventh Edition, Revised. Lea 
Brothers & Company, Philadelphia, 1906. 
Dr. Thornton’s Pocket Formulary 

within a few years has reached its seventh 

edition. This is because, having had early 
training in pharmacy, and latterly having 
been a successful practitioner, he has 
known what was beneficial to physician 
and druggist, and has embodied it in its 
pages. Of all the formularies with which 
we are familiar this seems to us the best. 

We cordially commend it to those of our 

readers who are in the habit of using such 

a publication. The opportunity has been 

taken advantage of to bring the prescrip- 

tions in consonance with the new Phar- 
macopceia. 


THE Diseases OF INFANCY AND CHILDHOOD. De- 
signed for the Use of Students and Practi- 
tioners. By Henry Koplik, M.D. Second 
Edition, Thoroughly Revised and Enlarged. 
Lea Brothers & Company, Philadelphia, 1906. 
The fact that a second edition of Dr. 

Koplik’s book on Diseases of Children 

has been called for within a comparatively 

short space of time indicates that the pro- 
fession has appreciated the manner in 
which he has embodied in its pages the 
personal views he has obtained in a large 
and varied experience in the care and 
treatment of young children. The book 
is not such an exhaustive one as that of 
Dr. Holt, and does not attempt to pre- 
sent a great array of statistics or of 
bibliographical references. It is, how- 
ever, an excellent practical working man- 
ual. The illustrations are many of them 
unusually good, although we think that 

a number of them may be criticized be- 

cause they actually do not show the points 

which they are meant to emphasize. Thus 

Plate IV, which is supposed to contrast 

the breasts of a wet-nurse with abundant 

milk of good quality with the breast of 
another whose breasts are deficient in 

“quality and quantity,” not only does not 

show what it professes to show, but we 

doubt whether any illustration of the 
mammary glands can give information as 
to the quality of the milk they secrete. In 
this particular instance there is prac- 
tically no difference whatever between the 
right breast in Figure 2 and the right 
breast in Figure 1. So, too, it seems to us 
scarcely necessary to show the picture of 
a child who is receiving a rectal injec- 
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tion, as in Plate II, and furthermore, if 
the details of this plate are followed, it is 
evident that the hydrostatic pressure 
which is to be employed is too great. Be- 
tween 18 inches and 2 feet for the reser- 
voir above the buttocks of the patient is 
quite sufficient, but a break in the tube 
in the cut indicates that a greater dis- 
tance is intended. Minor points of this 
character, however, do not in any way 
impair the usefulness of the work. 

We are glad that the author makes a 
careful differentiation in his text and his 
illustrations between eroded teeth and the 
so-called “Hutchinson teeth,’ and we 
heartily commend the care which he de- 
votes to the differential diagnosis of con- 
ditions which closely resemble one an- 
other. The illustration of the method of 
examining the region of the vermiform 
appendix scarcely gives a correct idea of 
McBurney’s point. Were it not for the 
legen'd, we would suppose that it was de- 
signed to show how the lower border of 
the liver was to be outlined by palpation. 
We are glad to note that Dr. Koplik em- 
phasizes the difference in the prognosis 
between croupous pneumonia and catar- 
rhal pneumonia in young children, point- 
ing out that the mortality of the latter 
ranges from 25 to 50 per cent; whereas 
that of croupous pneumonia ranges from 
5 to 12 per cent, and in private practice is 
much lower than 5 per cent. 

Dr. Koplik’s book is undoubtedly one 
of the best to be found in the literature 
of pediatrics. One of the most attractive 
features of it is the feeling of the reader 
that he is actually obtaining the author’s 
personal views in regard to matters which 
are still debatable. 


MatertA MepicA, PHARMACY, AND THERAPEUTICS. 

By Samuel O. L. Potter, M.D. Tenth Edition. 

P. Blakiston’s Son & Company, Philadelphia, 

1906. 

In twenty years this book has passed 
through ten editions, and the publishers 
inform us that they have sold about 
27,000 copies, which fact certainly indi- 
cates that the volume contains much ma- 
terial which is useful to the practitioner 
and student. The present edition has been 
carefully revised in accordance with the 
new Pharmacopeeia, and a number of 
drugs, official and otherwise, have found 
consideration in its pages. With that 
part of the volume devoted to the consid- 
eration of drugs we have no fault to find, 
but with that which deals with the treat- 
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ment of disease we cannot help feeling 
that the author would do wisely to give it 
careful revision. Not only is the infor- 
mation which is given under the head of 
the various diseases too brief, but some 
of it is, we think, capable of misleading 


the young graduate. Thus, to state, 
first, under “Intestinal Obstruction,” 
“opium in half-grain doses every 


four hours for two to four days arrests 
dangerous symptoms, and brings a pain- 
less purgation,” would hardly meet with 
the approval of most physicians and sur- 
geons of the present day. The last recom- 
mendation of the eleven which are recom- 
mended is surgical interference. So, too, 
under Appendicitis, operation is the last 
recommendation in twelve suggestions as 
to treatment, and “purgation by calomel 
and Carlsbad salts” is recommended from 
the “beginning of the third day, but 
should be avoided during the first three 
days.” So, too, we think the internal ad- 
ministration of turpentine in rheumatic 
iritis can scarcely be expected to produce 
good results. In poisoning by creosote 
we are referred to carbolic acid, to find 
there that apomorphine is the first drug 
recommended, and that alcohol is stated 
to be a perfect antidote. This is certainly 
not true of poisoning by creosote or car- 
bolic acid when it is taken internally, as 
it has been definitely proved that weak 
solutions of alcohol are of little or no 
value, and absolute alcohol is poisonous 
in itself. It is certainly a great mistake 
to recommend this plan of treatment as 
being superior to the soluble sulphates as 
antidotes. 

A very valuable part of the book is 
that which deals with the composition of 
various drugs and official preparations, 
which is printed in small type. 

We have no doubt that Dr. Potter's 
book will continue to be as popular in the 
future as it has been in the past, and this 
popularity will undoubtedly be thoroughly 
deserved. 


ANATOMY, DEscRIPTIVE AND SurcicaL. By Henry 
Gray, F.R.S. Edited by T. Pickering Pick, 
F.R.C.S., and Robert Howden, M.A., M.B., 
C.M. New American Edition. Thoroughly 
Revised and Re-edited with Additions by 
John Chalmers Da Costa, M.D. Illustrated. 
Lea Bros. & Co., Philadelphia and New York, 
1905. 


Gray’s Text-book of Anatomy has long 
retained its hold upon both the student 
and the practitioner of medicine, prob- 
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ably because of the skill with which the 
more essential facts of anatomy are pre- 
sented, the symmetry of the work, and 
certainly in part the admirable illustra- 
tions. The author has been most fortu- 
nate in his editors, who because of the 
popularity of the book and the fact that 
frequent editions have been called for, 
have been able to embody in it all the ana- 
tomical progress of recent times. It is 
well for the students that this new Ameri- 
can edition has been prepared by Dr. Da 
Costa, who combines the knowledge of 
the anatomist with the surgeon’s concep- 
tion of the practical application of ana- 
tomical facts. That his work has been 
done admirably need scarcely be said. His 
revision has been based upon all that is 
best in anatomical literature. 

The Latin or international nomencla- 
ture has been introduced in parentheses 
following the currently used English 
designations, the editor hoping thus to 
facilitate a general adoption of the new 
nomenclature which has been generally 
accepted by anatomists. 

There are about 500 new illustrations, 
each, in accordance with the practice of 
the original work, bearing the name of its 
constituent part clearly printed upon it. 

Appended to the purely anatomical part 
will be found an admirable series of notes 
dealing with the practical application to 
surgical practice of the facts elucidated in 
the text. This last edition is likely to 
entrench in the minds of the profession 
still more firmly Gray’s text-book as the 
standard. 








Correspondence. 











LONDON LETTER. 





By G. F. Strut, M.D., F.R.C.P. 





The fervor of political excitement, 
which has not yet subsided, has for the 
past month thrown even opsonic indices 
into the background, and appendicitis 
itself has palled on audiences which are 
more interested for the nonce in Unionist 
votes or Liberal victories. Even the sanc- 
tity of the consulting-room has been in- 
vaded, and ardent politicians, fur-clad 
and goggle-eyed, have rushed into the 
presence, eager to hale the man of science 
into their motor-car, and carry him off to 
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the polling-place. Nor are there lacking 
medical men whose political enthusiasm 
has carried them into the arena itself: 
several have secured seats in the new 
parliament. Sir W. J. Collins is one of 
the survivors of the old assembly, having 
successfully contested the metropolitan 
constituency of St. Pancras, in the inter- 
est of the Radical party; and indeed the 
unwearied energy which can fulfil the 
duties of ophthalmic surgeon to three hos- 
pitals and find time for scientific work, 
while occupying the post of chairman to 
the County Council and other important 
civic bodies in London, deserves success 
in the parliamentary struggle. 

It is interesting to note that amid the 
general defeat of the Unionist party all 
over the country, our three great univer- 
sities—Oxford, Cambridge, and London 
have chosen for their five representa- 
tives without exception merhbers of the 
Unionist party. The contest at the Lon- 
don University was keen between Sir 
Michael Foster, the representative in the 
late parliament, and Sir Philip Magnus, 
the Unionist candidate; but the result 
was almost expected, and although most 
members of the medical profession must 
regret the loss of so distinguished a 
scientist from the ranks of our legislators, 
many felt unable to vote for Sir Michael 
Foster, and the result was a substantial 
majority for Sir Philip Magnus. Amongst 
the unsuccessful candidates was the 
author of Sherlock Holmes, Sir Conan 
Doyle, who contested a Scotch constitu- 
ency as Liberal-Unionist, himself a medi- 
cal graduate of the Edinburgh Univer- 
sity. 

To turn from the body politic to the 
body human, there are few diseases more 
troublesome to treat than chronic colitis 
in children. At the Medical Society of 
London recently Dr. Cautley opened a 
discussion on this condition, and described 
the commonest form—or perhaps one 
should say the least rare form, for it is 
not a common disease—chronic catarrhal 
colitis, in which the stools contain much 
mucus like lumps of jelly, and the child 
wastes in spite of much care in feeding. 
The other forms, ulcerative and mem- 
branous, characterized respectively by the 
passage also of blood and of shreds of 
membrane, are both very rare. Al- 





though these conditions are exceedingly 
tedious in their course, Dr. Cautley is in- 
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clined to regard the prognosis as gener- 
ally favorable; certainly, as he pointed 
out, any records of post-mortem examin- 
ations are extremely few and far between 
at most children’s hospitals. The treat- 
ment recommended is in the first place a 
diet which shall leave but little residue to 
irritate the intestine; albumen-water may 
be used for a short time, but of course 
such a weak nutrient is only useful for 
a day or two, and as many of these cases 
continue their symptoms. for many 
months, other more nourishing forms of 
food must be used, with the reservation 
that they must leave no irritating particles 
in the bowel. If any purgative be con- 
sidered advisable, the saline aperients or 
castor oil should be used. There was a 
consensus of opinion in favor of irriga- 
tion of the colon, and various fluids were 
recommended—for instance, a solution of 
boric acid or of some astringent such as 
tannic acid or silver nitrate. One speaker, 
however, thought that plain boiled water 
was quite as useful, and another would 
add to this some alkali such as soda. For 
oral administration it was stated that oils 
are particularly valuable, such as cod- 
liver oil or olive oil; petroleum was also 
mentioned as having proved successful in 
some cases. _Dr. Cautley referred espe- 
cially to bismuth and creosote as having 
some special value in these cases. 

At the Southwest London Medical So- 
ciety an address was delivered recently 
on some of the puzzling cases of pyrexia 
in children without apparent cause. Two 
groups of cases especially were described, 
which seem to present some constant fea- 
tures. The commoner of these is a re- 
currence of fever at intervals of a few 
weeks or months; each attack lasts a few 
days, and the temperature may rise to 
104° or even 105°; the bowels are com- 
monly costive and the stools pale during 
the illness, and sometimes there is some 
vomiting, so that except for the absence 
of pain in the abdomen appendix mischief 
might easily be suspected. The attacks, 
however, pass off and eventually cease al- 
together without any serious result. The 
other group of cases is that in which for 
many weeks or months the temperature 
is elevated to 100° or 101° at night, al- 
though no evidence of disease otherwise 
is to be found in the child. It was pointed 
out that in both groups there is almost 
always a marked degree of nervous insta- 
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bility in the child or in its parents; but 
this is to be regarded rather as a con- 
tributing factor than as the sole cause of 
the pyrexia. There was some evidence 
that diet played an important part in pro- 
ducing the fever in some of these cases, 
and reference was made to cases in which 
a strict limitation of the carbohydrate ele- 
ment in the food had caused cessation or 
diminution after attacks. But the dan- 
ger of laying too much stress upon neuro- 
pathic tendencies and dietetic errors was 
emphasized, and the insidiousness of 
gland tuberculosis in the mesentery, and 
even more in the mediastinum, was illus- 
trated by actual occurrences where pro- 
longed pyrexia had been unexplained for 
months until the evidence of tuberculosis 
solved the doubt. Amongst the causes of 
fever in infants acute pyelitis was men- 
tioned as one that is often overlooked; 
the temperature in these cases is usually 
very high, and as’ there may be nothing 
else to be found unless the urine is exam- 
ined it is easy to tnderstand why these 
cases are so apt to be misunderstood, for 
it is often no easy matter to obtain the 
urine for examination. 

Apropos of a lecture recently delivered 
in Edinburgh by Dr. Ford Robertson on 
general paralysis of the insane, in which 
he referred to the probability that this is 
an infective condition, one of our leading 
London newspapers has a column headed 
in large letters with the delightfully in- 
clusive title “Bacillus of Paralysis,” 
which reminds one of the statement made 
by one of our newspapers not long ago 
that some enterprising bacteriologist had 
discovered the “Bacillus of Death.” But 
the lay press has no monopoly of startling 
titles, for we observed recently amongst 
the “contents” of a medical journal the 
useful subject, “Treatment of Urine in 
Children,” suggestive of some mode of 
abolishing micturition. 

The effect of general elections on the 
health of the community might afford 
some scope for investigation. One medi- 
cal officer of health states that in his dis- 
trict the infantile mortality showed a 
marked rise during election week, and 
attributes this to the reckless exposure 
of infants and young children, who are 
to be seen at such times being carried 
about the streets by their excited parents 
at late hours of the night. 
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The treatment with radium has gained 
a special place in therapeutics, and is now 
used by dermatologists with success. Las- 
sar and Caspari have seen good results 
with a small amount of radium in cases 
of cancroid of the lip, of which they spoke 
some time ago to the Berliner Medizin- 
ische Gesellschaft. Dr. Blaschko recently 
demonstrated a case of lupus erythema- 
todes treated with radium. He had em- 
ployed the capacity of radium to make 
other substances radioactive, and with 
1/1000 gramme of radium he had given 
the radioactive capacity to a leaf of cellu- 
loid. This was applied to the face, the 
celluloid leaf covering the whole area of 
lupus. The patient, who was able to go 
about with the celluloid leaf, recovered 
after a six months’ treatment, and the 
scars of lupus have now completely dis- 
appeared. 

Though the radium rays or radium 
emanations seem to have the same effect 
as the Roentgen rays, the value of radium 
is not to be questioned from a practical 
point of view. For it is easier to the pa- 
tient and to the physician to apply radium 
than to use a complicated +-ray apparatus. 
[t will, however, always be of great value 
to employ the rays of Finsen when the 
scars of cutaneous tuberculosis are widely 
spread, and when a great number of pa- 
tients have to be treated, as in London, 
where the London Hospital enjoys a well 
equipped Finsen ray department. 

In discussing the treatment of lupus 
erythematodes Hollander’s work with 
quinine and iodide of potash has to be 
mentioned. Dr. Hollander, of Berlin, 
published his studies two years ago; he 
gives sulphate of quinine internally, 0.5 
gramme, and he augments the daily doses 
up to 4 grammes; then he applies tincture 
of iodine on the part of the skin affected. 

Dr. Oppenheim recently published the 
good results he has obtained with this 
treatment in Vienna. He thinks that the 
effect is due to chemotaxis of the organ- 
ism, a theory which Dr. Morton in New 
York mentioned some time ago. | 

The number of patients affected with 
lupus in Germany is comparatively smaller 
than in Denmark or in England. Tuber- 
culosis of the chest and bones is, however, 
widely diffused. The protectionist policy 
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of the government, not to allow a suffi- 
cient amount of pork and cold meat into 
the country, with its ever-increasing: pop- 
ulation, now sixty millions, has rendered 
the price of food higher, and consequently 
the people have become more subject to 
tubercular affections. As long as the gov- 
ernment does not take a different view of 
the matter, it will be difficult for the phy- 
sicians to fight tuberculosis. 

Professor Orth recently gave an ad- 
dress on the subject. He said that in 
order to prevent tuberculosis, meat, etc., 
ought to be sold at a reasonable price. 
Only an organism well nourished can re- 
sist the strain and infection to bacillus 
tuberculosis in our big cities. 

Koch’s studies on human and bovine 
tuberculosis have given rise to a great 
number of scientific researches, and 
among the very interesting facts published 
by Kossel, Weber, and Heuss of the Im- 
perial Board- of Health, are to be men- 
tioned that birds, especially parrots, may 
be affected by tuberculosis when they live 
with patients suffering from consumption, 
and vice versa a person may be infected 
by a consumptive parrot or other bird. 

In the treatment of tuberculosis Mar- 
morek’s serum seems to be of great 
value. Dr. Lewin has seen many results 
with Marmorek’s serum in the Swedish 
hospitals. Ordered by the Swedish gov- 
ernment to examine the question, he 
found that Marmorek’s serum never does 
any harm compared with Koch’s anti- 
serum. Even in advanced cases the diazo- 
reaction diminishes. 

Rabbits injected with the serum resisted 
a tubercular attack ;.so Lewin has advised 
the Swedish government to employ Mar- 
morek’s serum on a large scale. 

Of the other serums little good is to be 
said. Antistreptococcic serum does not 
seem to have any effect in cases of general 
staphylococcic infection, but is more use- 
ful in cases of erysipelas. 

Organotherapy, or “opotherapie,”’ as 
the French medical school calls it, seems 
to gain over the treatment with antitoxin. 
Of all sera, antidiphtheric serum seems 
the only one which is efficacious. 

“Adrenalin,” the extract of the supra- 
renal gland, continues to take a promi- 
nent part in therapeutics. Combined with 
cocaine Bier and Donitz have employed it 
in lumbar anesthesia. Injected into the 
dura, cocaine proved to give anesthesia 
much quicker if it was combined with a 
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few drops of adrenalin. Donitz, who in- 
jected adrenalin into himself, noticed pal- 
pitation of the heart and a strong pulse. 

In the Laryngological Society Dr. Hey- 
mann discussed the value of a good 
remedy against hay-fever. Heymann pre- 
tends to have seen, almost always, good 
results from pollantin. He referred to 
one of his patients, a school-teacher in the 
country who had to make botanical ex- 
cursions with his boys, who had greatly 
suffered from attacks of hay-fever. Pol- 
lantin cured him. In the discussion Dr. 
A. Wolff said that Dunbar was the first 
to make an antitoxin-pollantin. He 
claimed that if no results of his antitoxin 
were seen this was due to a dissolution of 
the antitoxins, the same as is the case with 
diphtheria and tetanus toxin. 

Morbus basedowii—Graves’s disease— 
is a disease which can be cured through 
organotherapy, and antithyroid serum is 
a valuable remedy. This serum, prepared 
by Moebius, seems to be the only one of 
value in Graves’s disease, all other sera 
or remedies having failed. Digitalis only 
does harm; so does iodide of potash. The 
surgical operation of thyrotomy, which 
Albert Kocher in Berne performs, does 
not seem to give all the results expected. 
In 75 per cent of the patients who were 
operated there were symptoms of mental 
trouble. The patients who were rid of 
their struma became affected with melan- 
cholia, congestion of the heart, and vom- 
iting, with pains in the ear. Mikulicz, 
Kronlein, Kocher, Konig, and Kummel 
have operated on 129 patients, and they 
have had 7 per cent mortality. Thus it 
seems that neither the danger of the op- 
eration nor the after-effects justify 
a thyrotomy, and an internal treat- 
ment with antithyroid serum is _pref- 
erable. It is to be regretted that the pub- 
lic has made use of this serum against 
obesity, for the results are highly unsat- 
istactory. 

In nervous conditions veronal has re- 
cently proved to he of great value in cases 
of insomnia, but it seenis that hypnotism, 
carried out on scientific principles, is 
bound to obtain a more important place 
in the treatment of nervous affections. 
At Oppenheim’s clinic for nervous dis- 
eases hypnotism is applied with success in 
cases of insomnia: also with patients suf- 
fering from insanity of special fears— 
“Zwangsvorstellungen,’ as agoraphobia, 
insanity of indecision, a:id sadistic ideas. 








